The 
DOCTOR 
| and the 
DIFFICULT 


- CHILD 


“BY WILLIAM MOODIE 


M.D., F.R.C.P., D.P.M. 


$2.00 


In the revised edition of this work new 
chapters on play treatment and child guid- 
ance clinics have been added. Dr. Moodie, 
an English psychiatrist with long experi- 
ence in treating children, has for many years 
been the medical director of the London 
Child Guidance Clinic. This book, written 
in simple, unaffected language, free from 
jargon and theoretical generalizations, offers 
to the pediatrician, the general practitioner, 
and the intelligent layman practical sugges- 
tions with regard to emotional problems en- 
countered in daily practice. 

The book shows the sympathetic insight 
of its author into the point of view of the 
parent, both the one who exaggerates and 
the one who underestimates the importance 
of his child’s behavior. In discussing direct 
treatment of children, Dr. Moodie shows 

Ow an approach to a child’s problem may 

made through interpretation of his play, 

drawings, and his fantasies, and offers 

Ipful suggestions toward winning the 
onfidence of young patients and diagnos- 
ing their difficulties. While stressing the sat- 
isfaction of the emotional needs of the child 
—for work, security, and affection—as basic 
to health and happiness, heidoes not over- 
look the importance of physical illness and 
mental defect as a possible source or con- 
tributing factor in disturbances of behavior 
and personality. 

Dr. Moodie’s book is a contribution to 
the practice of child guidance, which is be- 
coming more exact in its knowledge, sure 
in its methods, and successful in its results, 
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INTRODUCTION TO THE FIRST EDITION 


T His 1s Nor A SCIENTIFIC TREATISE; IT IS RATHER AN INFORMAL 
discussion of fundamental disturbances of behaviour or per- 
sonality in children and how they can be recognized, investi- 
gated, and treated. These are important because they not 
only cause inconvenience and distress to the child and his 
relatives but, if untreated, may persist and lead to nervous or 
mental breakdown, habitual misbehaviour, or at least in- 
stability, inefficiency, and unhappiness in later life. 

In the following pages I have dealt with some problems 
which lead parents to seek medical advice about their chil- 
dren, and the way in which the solution may be found and 
remedies applied. The manner of approach cannot be stereo- 
typed, because human relationships must bear the mark of 
the individual if they are to have any value at all, and there 
can be no department of the doctor’s work where they are of 
greater importance. Confidence is the prime necessity, and it 
cannot exist without a sound basis of knowledge. It is the 
purpose of this book to lay a few stones of that foundation 
and, if this is achieved, its purpose will have been attained. 

Though it is important to realize that fundamental dis- 
turbances should be treated seriously, it must be remembered 
that there are transient, though often violent, ups and downs 
in the life of every child which pass with the lapse of time, 
a reassuring word, or maybe a simple remedy. In most cases 
there is a natural tendency to recovery if reasonably favour- 
able conditions are provided and serious obstacles removed, 
and in such cases treatment consists simply in doing this. Ex- 
Perience will show that this is not really so complicated as it 
4ppears and the rapid response of many cases will well repay 
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the time spent on them. In these days many parents are 
frightened by what is said and written about the upbringing 
of children and become over-anxious and ready to see trouble 
in the slightest incident. Then much harm can be done by 
taking things too seriously, because the parents’ aney is 
only increased, and a simple matter becomes sempHiated, 
The first step towards the understanding of any case is to 
make a thorough investigation. An adequate history is most 
important as an aid to diagnosis and is essential if treatment 
is to be undertaken. Even if the whole affair seems obvious it 
is well to consider and eliminate every possibility. Often the 
apparently simple case contains the deepest pitfalls. 


Unfortunately there is, as yet, no satisfactory system of 


diagnosis or classification and perhaps there never will be. 
The variation in symptoms and in their combinations is so 
great that there are almost as many syndromes as there are 
patients. All children are not alike; neither are their parents. 

Proper treatment is a matter on which there is great di- 
versity of opinion, and no attempt is here made to evaluate 
or even to describe the various schools of thought or the intri- 
cate and often theoretical methods evolved from them. The 
more intensive therapeutic processes are tedious and difficult, 
and few are absolutely safe, so they should be employed only 
where the prognosis is sufficiently serious to justify drastic 
methods. 

‘Child guidance is a branch of clinical medicine and as such 


is rapidly becoming more and more exact in its knowled, 


ge, 
sure in its methods, 


and successful in its results. On the whole, 
the results are good and compare favourably with those 
achieved in physical ailments. Child guidance is, 
intricate and many-sided, and re 
tice, wide knowledge of many as 
haviour, 


however, 
quires, for its proper prac- 
pects of human life and be- 
Above all, restraint is needed, so that the healing 
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forces of nature may be encouraged where they are likely to 
succeed and active treatment undertaken only when it is 
necessary. The discipline of academic study and practical ex- 
perience can best develop this conservative attitude. It is 
hoped that the reading of this book will encourage the 
_ Physician to pursue the study of this most interesting subject. 
W. M. 


INTRODUCTION TO THE SECOND EDITION 


SINCE THE FIRST EDITION OF THIS BOOK WAS PREPARED A SECOND 
World War has come and gone, and it may seem strange at 
first that there is no detailed reference to it in the text of 
this second edition. This is because it produced no particular 
or unusual difficulties as far as the children of Great Britain 
were concerned. 

Some of them were evacuated from the larger cities and 
more imminent danger zones to the country, with or without 
their parents or siblings. Then there came the problems of 
change, unfamiliar surroundings, strange habits of life, and 
even dialects they found it hard to understand. As usual, the 
Stable children took it as a matter of course, and it was all fun, 
rather like a sudden country holiday, but much longer and 
better than any they had been able to enjoy before. Many pre- 
ferred the change, and the unrest came when they were re- 
turned to their homes. To some, evacuation was a terrible 
experience, but these were the over-protected, the insecure, 
and the unstable. 

Many children remained in the towns all through the 
enemy bombardments, sleeping sometimes in shelters, but 
Often in a downstairs room in their own homes. Few suffered 
any ill effects. They would sleep on while the sirens wailed, 
and even while bombs were dropping, though, in the later 
years, the defensive barrage was so intense that sleep, even to 
them, was almost impossible. It is very rare now, more than 
a year after the ending of hostilities, to hear of children whose 
difficulties are attributed or can be linked to air raids. 

The disruption of education was a much more serious dis- 
turbing factor than direct enemy action. Schools in evacua- 
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tion areas were filled beyond their possible capacity, and 
teachers, diminished in number by the needs of the forces, 
were terribly overworked. 

To nearly all children there was the problem of separation 
from the father. Mothers carried on, doing their best to be 
fathers as well, but there was inevitably a blank. And the 
anxiety of the mother could not but be transferred in some 
` degree to the children. There was often financial stringency 
and insecurity. When the father did become a casualty al- 
most anything might happen to the family affections. 

Many homes were broken. Separation, the exciting stimu- 
lus of constant fear, disrupted living conditions. This, ap- 
plying to both husband and wife, often led to complete 
severance of marriages where relations, though tenuous, had 
held in the fixity of peace. The children could not pass 
through these experiences quite unscathed. 

The return of the father has brought its own problems. 
Years of separate individual living have created in each 
parent a certain love of freedom which makes settling down 
not so easy or delightful as they had both expected. The man 
misses the freedom and male companionship he enjoyed in 
the Services, the absence of the petty annoyances and irri- 
tations of a small home, and the restrictions of liberty which 
post-war conditions entail. He has to lend a hand with the 
housework, tend the children, do the shopping, and be a 
household help generally. 

And the conditions of life in Britain, with the high cost 
of living, difficulty and discomfort in travelling to and from 
work, shortage of many things that make life pleasant quite 
apart from food rationing are rather a shock to a man leaving 
a Service where food was plentiful and amenities cheap and 
easily available. Even if he earns a reasonable wage, taxation 
and the high cost of living soon eat it up. Perhaps he cannot 
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find anywhere a decent place to live. All these are causing 
more problems than did the war itself. Dissatisfaction and 
marital squabbling are wrecking many a home. None of this 
has been mentioned in the text because the responses of the 
children to the insecurity, fear, change, and disruption of 
natural family affections vary only in degree from those met 
with in ordinary life. It is the conditions that are new, or ex- 
aggerated. The children are just as they always were. 

There was an increase in juvenile delinquency during the 
latter part of the war, and this has continued since it ended. 
Usually ascribed to the absence of fathers, with the con- 
sequent relaxation of discipline, it really depends on many 
other things as well. Morals are at a low level generally. The 
violence inseparable from war alters all standards, and if kill- 
ing is looked upon as the chief aim, end, and object of every 
human activity, and every energy is directed to it, then rape 
and arson become mild diversions, and petty theft just does 
Not matter. 

And the absence of school and home life must have its re- 
percussions. Schools and houses have been destroyed by the 
thousand. The normal building rate of peacetime was sus- 
pended, Families have been disrupted by death, mutilation, 
and separation. School staffs have suffered similar depletion. 
It is part of the inevitable aftermath of war. Ten years will 
not see the wound healed. It is fortunate that children, and 
adults, too, for that matter, are as resilient as they are. 

Two chapters have been added, one on treatment through 
Play, which promises to be one of the most valuable and 
successful methods of dealing with the more disturbed chil- 
dren and even some intrinsically abnormal ones, and one on 
the general organisation of a child guidance clinic, in the 
light of the experience in this country during the last twenty 
years, 
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Apart from a few minor alterations, the rest of the text is 
unaltered, as much so as the fundamental characteristics of 
the children with which it deals. Family life, with its un- 
changing affections, its occasional disruptions, and its in- 
evitable continuity goes on now, as always, and the world of 


man, woman, and child, of which it is a microcosm, persists 
as well. 


xiv 
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PART ONE 


RECOGNITION OF THE PROBLEM 


There IS, AND MUST NECESSARILY BE, WIDE DIVERGENCE OF 
Opinion as to what constitutes a fundamental disturbance 
ot personality or of behaviour in a child because of two 
Variable factors—the facts of the case and the outlook of 
the adult concerned. Standards of behaviour vary widely 
and there is no clear division between right and wrong or 
acceptable and unacceptable conduct. These standards 
may even change from time to time, and what is con- 
doned today may be condemned tomorrow; Or perhaps 
the behaviour of one child in a family may be looked 
"Pon as amusing, whereas his less favoured brother doing 
à similar thing is reprimanded. The issue is even further 
confused by distorted moral attitudes and one child may 
€ considered wicked when he is merely ignorant or 
Stupid, whereas in another case 4 reprehensible act is 
attributed to normal animal spirits. 
These varying outlooks will determine whether or no 

2 parent comes to the physician for advice when difficul- 


ties arise in his family. On the one hand, he may fail to 
Ppreciate that anything is wrong he may take a strong 
Ine and attempt to put things right by forceful methods, 
“rhe May send the child away to school on the principle 
SË out of sight out of mind. On the other hand, many 


Parents these days are over-sensitive to their children’s 
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difficulties and prone to imagine all kinds of trouble 
where none exists or to magnify minor disturbances into 
major catastrophes. In these cases the parent’s anxiety is 
often the centre of the trouble. The physician must real- 
ize that there is in fact a real problem, though perhaps not 
in the form complained of by the parent. 

Many parents are afraid of child guidance. They think 
that, since nervous and difficult children crave publicity, 
examination and treatment cannot but make them worse. 
This is not so in practice. The examination is harmless. 
Treatment is never undertaken unless it is necessary and 
every competent therapist is able to deal with any harm- 
ful effects that may threaten during the process. Often 
these doubts on the part of parents are so strong that 
nothing is done even when serious symptoms are present, 
in the hope that the child may grow out of his trouble. 

True, quite inexplicable spontaneous recovery does 
occur even in severe cases, but the expectant method can 
be carried too far, and as a rule the longer treatment is 
postponed, the harder will it become. It is a pity that 
prejudice and timidity so often prevent the clinician 
from being allowed to tackle cases wh 
readily curable. 

Large numbers of adults suffer from various forms of 
nervous and mental breakdown and, in practically every 
case, the earliest signs of trouble can be traced back to 
childhood, perhaps in the form of extreme shyness, tem- 
per tantrums, nail biting, bed-wetting, stammering, or 
some such apparently trivial disturbance. This is also 
true of delinquency. The history of the adult criminal 

usually tells of early abnormalities of behaviour or per- 


en they are most 
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sonality, though not necessarily delinquency. Apart from 
the more definite personality and behaviour disturb- 
ances of later life, there are many maladjustments which, 
though less obvious, are none the less serious. Acute dis- 
satisfaction and unhappiness, lack of success, unsocial be- 
haviour, violent and aggressive views and policies, all 
have their roots in the years when the child’s character 
is at the early and plastic stage of development. 

In every group of children, therefore, there must be 
some who are destined to become maladjusted in one 
Way or another and the aim of child guidance is to recog- 
nize them and rectify the trouble in its early stage. This 
recognition is often difficult but there are certain criteria 
which form a guide to the physician in his diagnosis. 
These are similar to those he employs in physical medi- 
cine, 

Just as in bodily diseases, the occurrence of a number 
of symptoms together, clearly arising from one central 
cause, is always an indication of real “disorder” and espe- 
Cially if they persist for any considerable time. A single 
symptom is usually evidence only of some transient un- 
important disturbance which will right itself with time 
or disappear with simple rational treatment. If a patient 
complains of headache and there is no history that the 
Symptom is of any duration or if it is unaccompanied by 
Other complaints and physical examination reveals no 
Sign of disease, then the headache will pass. Symptomatic 
treatment with some simple remedy may be necessary 
to ensure the patient’s immediate comfort, but not for 
Cure, which will certainly occur spontaneously. If, on the 
Other hand, the headache is chronic and accompanied by 
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vomiting or if examination reveals focal symptoms and 
perhaps optic neuritis, then a diagnosis of organic illness 
must be made. Again the symptoms may be relieved by 
drugs or rest, but the condition underlying them will not 
be cured thereby. In the same way, if a real disorder of 
personality exists, the “symptom complained of” is never 
the only one present. It is associated with others, follow- 
ing roughly the characteristics of different personalities. 

Physicians are often consulted about some trivial dis- 
turbance, such as a night terror or crying at bed-time 
or perhaps refusal of one article of diet. If the child is 
healthy, there are no other symptoms, and the history re- 
veals nothing, the condition will pass provided the gen- 
eral health is attended to, the daily routine regulated, 
and the behaviour is not exaggerated by over-anxiety and 
over-emphasis on the part of the parent or the ‘doctor. 
When the ordinary child misbehaves, the reason is usu- 
ally fairly obvious, but if the conduct is meaningless and 
does not seem to fit in with immediate events, then fur- 
ther investigation should be made. 

The syndromes indicative of serious disturbances of 
personality or behaviour vary very much because the com- 
bination of symptoms depends on the age of the child, his 
personality, intelligence, past experiences, and present 
environment, but the presence of a real syndrome is usu- 
ally easy to recognize, though its exact form may be vague. 

Perhaps the most common is seen in the nervous, fussy, 
“spoiled” child, who is afraid, even at ten years old, to 
leave his mother; who wets the bed, cries easily, is train 
sick and unduly excitable. He is prone to infections. 
Usually intelligent, he is, however, backward in school, 
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because he lacks concentration and “does not try.” His 
reflexes are increased and the heart beat rapid. There is a 
tendency to sweat, especially at night, and often intoler- 
ance of fat. 

In marked contradistinction is the bully, who bounces 
his way along, ineffective in class and on the playing field; 
who getsa fictitious satisfaction from playing the fool and 
trying to impress by fantastic stories of his prowess, the 
grandeur of his relatives, or his greatness in one way or 
another. i 

Similar to the latter is the delinquent, with his sullen, 
hostile, and truculent attitude; a failure in work, gen- 
erally unpopular, he is apparently determined to degrade 
his relatives by every means in his power, especially if they 
wish him to be “respectable.” 

Occasionally a syndrome may be obscured by the pres- 
ence of some outstanding symptom. Here the greatest 
care must be taken lest deeper disturbances of personality 
are overlooked because of their relative insignificance. 
An important aid to diagnosis is whether the symptom is 
Present at too late an age. Ordinary behaviour, occur- 


Ting at the wrong age, such as bed-wetting after four, 


thumb sucking after eighteen months, or temper tan- 


trums after seven, should arouse suspicion. Persistence or 


Teappearance of such habits usually points to arrested 
€motional development, and examination will almost 
Surely reveal other signs of childishness or nervous dis- 
turbance. 

The twelve-year 
show no other obvious signs of mal 
just possible that the thumb sucking is simply the per- 
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‘sistence of a childish habit, but in such cases we must be 
careful to look for signs of general infantility. So often 
these regressive symptoms (childish habits persisting or 
appearing late) are an indication that emotional develop- 
ment has been arrested at the age when the symptom 
would have been comparatively normal. Clinical obser- 
vations confirm this and so the persistence of childish 
symptoms such as nail biting, thumb sucking, or violent 
outbursts of temper is looked upon as serious. They usu- 
ally indicate immaturity. 

The commonest single sign of disturbance of person- 
ality is backwardness in school; and yet it is often treated 
as a joke. To suggest that backwardness is important 
usually evokes ridicule, and one is told, “Every child is 
lazy”; “No child likes to work”; “Those always at the foot 
of the form become the greatest successes in adult life.” 
All these arguments are common and no doubt there is 
some truth in them, but definite backwardness should al- 
ways be considered more than simply an educational acci- 
dent until it is proved not to be so. 

In the realm of behaviour, the existence of disturb- 
ances may be masked by varying attitudes on the part 
of parents towards discipline and standards of conduct. 
Some adopt the attitude that no child who is properly 
disciplined and controlled will misbehave or suffer from 


disturbances of personality. This is, 


unfortunately, un- 
true, 


as anyone who has real experience of children or 
the ability to understand them will realize. 


Occasionally one still hears it said that children must 
not be disciplined in any way or made to do what they do 
not wish to, that freedom is essential for normal develop- 


8 


RECOGNITION OF THE PROBLEM 


ment—that false freedom which means that the child is 
deprived of ordinary guidance and control and therefore 
becomes misguided and uncontrolled. That, some would 
have it, is normal. This fallacy arises from the layman’s 
interpretation of the word “repression.” Scientific writers 
on mental disease state that repression is an important 
cause in breakdown, but the word “repression” so used is 
a scientific term which means banishing from the con- 
scious mind unpleasant ideas and keeping them in the 
background so that they do not obtrude themselves on 
ordinary thinking. Repression has nothing whatever to 
do with control or discipline, or ordinary every-day ac- 
tivities and it is thus that the confusion has arisen. 
Though the word “repression” scientifically indicates a 
process which may be concerned with mental disorder, 
that does not mean that a child to grow up normally must 
not be guided. 

If the physician is consulted by parents who hold ex- 
treme views as to the upbringing of their children, he is 
Usually called in only when some serious situation has 
arisen. It is not helpful in such circumstances to adopt a 
Critical attitude. He must realize that the parent who em- 
ploys unorthodox or violent methods must have some per- 
Sonal reason for doing so and therefore needs help more 
than the child. In discussing matters of discipline and 
Management with parents it is well to remember that, 
though they are responsible for the results, they are not 
Necessarily to blame. The introduction of the word 
“blame” strikes a note of criticism which will militate 


against understanding. 
It is hard to see the point of view of both the parent and 
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the child at the same time. Most adults have forgotten 
how they thought and felt when they were young and 
have developed an urge to control and direct children, 
often so strongly that if the child refuses to be “managed” 
they become annoyed and unsympathetic. This makes 
understanding and treatment difficult, but if a clear dis- 
tinction is drawn between ordinary misbehaviour, which 
arouses natural condemnation, and real disorder, which 
is a clinical problem, the difficulty should disappear. It is 
essential to be objective. 

Quite often parents come making unjustified com- 
plaints about their children. They harbour fears of men- 
tal breakdown or defect or criminal tendencies, based on 
trivial evidence. It is difficult not to tell such parents 
bluntly that the whole trouble lies in their own anxiety 
and lack of perspective. Such a course would seldom avail. 
The hypochondriac can never be laughed or bullied out 
of his fears—they are too firmly fixed. If he is told there is 
nothing the matter with him, he will not be convinced, 
but will go from doctor to doctor until he finds one wise 
enough to take his complaint seriously. Though he is not 
afflicted with the disease which he fears, he is still suffer- 
ing—from hypochondriasis. Similarly, it is useless to tell 
a parent who comes honestly seeking advice about his 
child that he is worrying over trifles, that he must go 
home and stop worrying and the child will “grow out of 
it.” Here the hypochondriasis is vicarious; it is the parent 
who is exaggerating the trouble in his child. The basis of 
his worry lies in his own anxiety, and he must be treated 
with just as much care and understanding as if the prob- 


lem were real, and appropriate methods must be used to 
discover the cause of his anxiety and dispel it. 


10 


RECOGNITION OF THE PROBLEM 


Children are brought for advice for all manner of rea- 
sons, but always because some situation has developed 
which is causing disquiet in the mind of the adult who 
is responsible. Usually the declared reason is only part of 
the trouble or it may really bear no relation to it, but that 
does not matter; the important thing is that trouble has 
arisen, and whether it be centred in the child or his par- 
ents, it must be dealt with. When we recognize the exist- 
ence of a problem of behaviour or personality, we must 
approach it objectively as we would an illness or a surgi- 
cal emergency. It is there; it is to be diagnosed and treated 
and, whatever we feel in the back of our minds, we must 
present to the patient and to the parent an understanding 
and uncritical attitude. 

The following cases have been selected to illustrate 
Some of the points discussed above. 

A mother complained that at the age of sixteen months 
her child was over-excitable, too active, too inquisitive, 
and sometimes destructive. It turned out that, mainly 
because of a long illness, he had been prevented from 
trying to walk until about two weeks before, when he sud- 
denly found his feet, and ran around for sheer joy, prying 
here and there, shouting with delight, and often in his 
enthusiasm pulling over something that took his fancy. 
The boy was perfectly normal. There had been mental 
disease in the mother’s family, the father had recently 
died of tuberculosis, and the boy was the object of all the 
mother’s dreads and the recipient of all her emotion. 
There was really no “problem” except her anxiety. Treat- 
ment was directed towards removing it. 

A head mistress reported that a girl of twelve seemed a 
Misfit; she could not express her fears exactly, but some- 
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thing seemed wrong. The girl’s mother was a quiet, re- 
tiring, unimaginative little woman who protested that 
her daughter was a model. She was tidy in her person and 
habits and a great help in the house. She came straight 
home from school, never wanting to join the other chil- 
dren in any of their harmless adventures or to go out in 
the evenings and play in the street. She had never had or 
seemed to want any pocket-money, and her mother was 
glad because she feared the child would buy “cheap, 
painted, poisonous sweets.” She was so affectionate that 
she made no friends outside the family and was quite con- 
tent with only her parents and her one brother. Here was 
an undeveloped personality. The child lacked character 
and force, had no initiative at all, could not hold her own 
in the most ordinary situation, and, though failing in 
school, seemed to be unable to appreciate her failure. It 
turned out that she bit her nails, sometimes sucked her 
thumb, and even wet the bed. The future of that child is 
far from hopeful unless her personality can be wakened. 

A boy of eight completely lost his appetite, and his 


mother suspected some digestive ailment. He was really 


in good physical health but was not sle 
irritable, 


ing. Heh 
of his ti 
where a 


eping well and was 
easily upset, and given to fits of anger and cry- 
ad just moved from an infant school, where most 
me was spent in handicrafts and games, to one 
high standard was set in academic subjects. He 
was hopelessly behind and, being intelligent, painfully 


aware of it, though too proud to confess his failure to his 
parents. Had his school difficul 


toms been allowed to 
would have been sown 


ty and the resulting symp- 
80 on, the seed of a later anxiety 
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A mother was distressed because her son of five was 
obstinate and refused to do what he' was told. He often 
went off into a temper tantrum or fit of crying without 
any good reason. She had tried all kinds of handling, 
wisely continuing each long enough to give it a chance of 
success. The boy’s conduct was completely beyond her 
understanding. He was clearly intelligent, from the plan- 
ful way he played with mechanical things when left alone 
and from his comments and conversation. He was a 
healthy little boy, strong and active, with a curiously far- 
away look. When given toys he would set to work with 
them feverishly, asking all the time, “Am I doing this 
right?—See!—I am putting the van on the lines—is it 
on?” always demanding assurance, and being annoyed 
if his questions were not answered. When they were he 
would ask again and again, insisting on the answer be- 

; ing repeated. In play he constantly made neat arrange- 
ments with the toys, moving them into position care- 
fully and anxiously and showing definite relief when his 
plan was complete. Later the mother mentioned some 
curious traits which she had thought to be unimportant. 
Many of his tempers were caused by new experiences— 
strangers had come to the house, the furniture in a room 
had been re-arranged, he was moved from his usual place 
at meal-times. He was disobedient especially when busy 
With his toys. It was evident that the boy was strongly ob- 
sessional and also suffering from a feeling of general in- 
Security. His apparent disobedience depended really on 
his need to finish any task, once it was begun. Had he left 
1t incomplete he would have been unsatisfied, and maybe 
left with a feeling of guilt, and his persistent question- 
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ings were an indication of anxiety—he wanted the re- 
assurance of an adult. 

Each of these cases falls within the scope of child guid- 
ance. In the first, the mother was anxious, and if she had 
continued to be so, she would have communicated her 
anxiety to the child, probably over-protecting him as 
well. The girl in the second case could never have faced 
up to real life. The backward boy would necessarily have 
found some outlet for his unexpended mental energy, 
probably in abnormal fears or delinquency, and the dis- 
obedient child would soon have suffered the misery of ob- 


sessional anxiety, perhaps later passing into acute de- 


pression, a common sequel in these cases. 
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II 


STUDY OF THE PROBLEM 


§1. Investigation 


TT HE FIRST ESSENTIAL IN INVESTIGATION IS THAT IT BE UN- 
dertaken ina spirit of detachment. The facts must be col- 
lected without showing sympathy with one or the other 
Party to the problem, and no blame or condemnation 
must be expressed. Interest should be shown, but sym- 
pathy introduces an emotional bias which will almost 
Surely make subsequent treatment difficult. There are 
Some occasions where, for special reasons, emotional 
forces may be used in therapy, but they must be held in 
check as far as possible in the early stages. 


History taking 

A full history of the patient and his problems is abso- 
lutely necessary and any time spent on obtaining it will 
be amply repaid. School reports, the observations of the 
teacher or governess, any relevant information about 
health, and a descriptive letter from the parents if they 
live any distance away will be helpful in deciding how 
the first interview and the examination had best be ar- 
ranged. It is always better to see the parent alone first of 
all and, even if the child comes too, the parent must be 
allowed to give his version of the case and the history 
before the child is seen. The story must be taken as it 
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comes, with as little questioning as possible. Usually this 
will take at least half an hour and even though much of 
the information may seem irrelevant at first, as experi- 
ence grows, valuable hints can be got from the most seem- 
ingly unimportant remarks. Sometimes parents, accus- 
tomed to talk to busy and matter-of-fact doctors, try to 
condense their description into what they feel to be the 
immediate and definite essentials, and it is often necessary 
to tell them that economy of time, within limits, is no 
object. They may find it hard to know where to begin. 
Usually it is enough to ask for the story just in their own 
words. Sometimes it comes slowly at first, and many of the 
most important points may be left out, because it is hard 
for parents to have to admit that they need help in bring- 
ing up their children. When they find that they are not 
going to be blamed or preached at, this feeling usually 
disappears but if it does not, then treatment is going to 
be difficult. If both parents can be seen and their points 
of view obtained, so much the better, since they then 
feel that both sides have been represented. The rule 
that the physician never examines a patient till he has s€- 
cured a complete history holds in illness of the mind as 
well as of the body, and a satisfactory history should be 
obtained before the child is seen at all. 

What is wanted is a sketch of the surroundings in which 
the child is living and those in which he has grown up. 
This picture must not be simply of his material condi- 
tions of life, habit development, and health; it must por 


tray the emotional forces, the loves, hates, jealousies, 


Successes, and failures amongst which he lives and the way 
he has learned from his earlier days to meet them. The 
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_ behaviour of the moment and the present contents of the 
mind depend on both immediate and remote experiences. 
The boy who attacks his small sister fiercely does so be- 
cause of something she has just done to annoy him, but 
the violence is the result of his feelings, and they depend 
upon how he has come to regard her—maybe with a jeal- 
ousy amounting to deadly hate. A panic of fear because a 
friendly dog comes near indicates a nervousness out of 
all proportion to the event. 

It is well to start the history from the patient’s antenatal 
days. The atmosphere of the home in which the child is to 
begin life will depend on the attitude of the parents and 
the children already born towards his arrival among 
them. The unwanted, illegitimate child has to face hos- 
tility from the very beginning, but the long-hoped-for 
baby will most probably receive too much care and pro- 
tection. Anxieties may surround and be communicated 
to the baby born soon after the death of a previous child. 

It must be remembered that incidents do not alter char- 
acter, even though parents are prone to suggest that they 
do, They will tell that the child’s development or be- 
haviour was perfectly normal until he had a fright or an 
accident. This is simply due to a natural tendency to seek 
a concrete cause for everything, and the dissatisfaction 
of “not knowing why.” It is important to know of these 
Supposed causes but at the same time to remember that 
their validity is seldom so great as that ascribed to them. 

The forces which are most important in forming atti- 
tudes are general influences acting over a long period. 
Even a severe shock may not have any lasting effect on the 
mind or behaviour of an ordinary child, but to be con- 


17 


THE DOCTOR AND THE DIFFICULT CHILD 


stantly surrounded by anxious people will. The child 
whose home is always changing, whose father plays with 
him one night and cuffs him the next in the whims of 
drink, whose mother is alternately kind and irritable, will 
always feel insecure and have difficulty in associating 
with others. : 

These general influences affect the attitude of the child 
in his earliest days, even before he is able to speak. The 
smallest infant becomes peaceful in the arms of a stolid, 
stable nurse, though in the arms of his anxious, tremulous 
mother he whimpers with communicated anxiety. A 
baby will cry at the sight of a cross face or the sound of an 
angry voice, even though he does not understand what 
they mean. It is only a matter of time til] the infant of the 
Over-anxious mother becomes habitually anxious too, 
and the sight of the cross face arouses a habit of fear or 
hostility. 

The various milestones in development are important: 
the age at which the child sat up, walked, talked, and 
teethed. Difficulties in feeding, weaning, or teaching 
toilet habits may be indicative of the attitudes of the child 
and the mother towards each other. 

Past illness may leave no organic sequelae but yet in- 
fluence a child’s development profoundly. It is not un- 
common for children who are often ill to become hypo- 
chondriacal later, especially if their parents have fussed 
too much over their health. The hospitalization, the in- 
terruption of growth and development or of education, 
the mental attitudes of parents and others during a crisis 
in the disease—all may have their effects, 

A girl of eleven became very emotional and began to 
complain of nervousness and fears of many kinds, saying 
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that she was unhappy but did not quite know why. She 
had hada serious illness when she was about two years old, 
but completely recovered her physical health soon after- 
wards. Not being quite up to average intelligence she was 
by no means successful in school or in games, and being 
an ugly child did not shine socially. The father was ambi- 
tious and constantly critical, nagging her to do better. The 
Mother, seeing her incapacity, blamed the illness and 
took her to many specialists in the hope that some organic 
condition might be found to account for the dulness, so 
that the father could be made to realize that the girl could 
Not help her failure. This estranged the parents and made 
things worse. The girl was completely at a loss to under- 
Stand the real state of affairs, and the uncertainty so 
Weighed on her mind that she became acutely anxious 
and emotional. 

A boy of four had a long illness three months after his 
baby sister was born. After he had quite regained his 
Physical health he refused to walk, was faddy about food, 
and talked baby talk. He had been jealous of being sup- 
Planted by the baby, but his illness brought him the nurs- 
ing and care he wanted, and this, for him, happy state of 
affairs was too good to relinquish—he became a baby 
gain as far as he could. 

The educational history must be obtained, not only in 
Tegard to the various schools attended but also the pre- 
School education. School reports should be seen, if pos- 
Sible, but it should be remembered that they often indi- 
Cate how the child fits in to his particular school and 
8toup of children rather than his actual attainments or 
Capabilities. 

He may be quite well behaved in school, where he is 
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occupied and interested, and troublesome at home, or 
maybe he is so disturbed by failure in his studies that he 
plays the fool in class, though at home he is well be- 
haved. In such cases it is not hard to see in what direction 
the main difficulty lies. 

The description of the child’s life at the time of ex- 
amination must portray the various members of his home 
circle and their emotional relationships with each other 
and with the child. Often this can be drawn only by skil- 
ful interpretation of the actual statements. Taken liter- 
ally, descriptions by parents are seldom of much value. 

It is important to record the patient’s habits of life in 
regard to daily routine, food, sleep, friends, interests, 
amusements, and work, and any unusual behaviour char- 
acteristics such as wasting time, ceremonials, and marked 
slovenliness or cleanliness, 

If the history has been compiled efficiently it should 
be possible to reconstruct a vivid picture of the child liv- 
ing his real life and to appreciate, in the light of his early 
training and past experiences, just why it is that he be- 


haves as he does. 
Examination of the Child 


Maybe it will seem that the difficulty lies within the 


child himself, and the next step will be his more direct 
examination. 


This must be made from three angles—his physical 


health, his intelligence and educational attainments, and 
his mental state. 


The physical examination is of great importance. It 
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should be carried out at the first interview, if possible, 
because from it valuable information may be obtained, 
but sometimes it is wise to postpone it till later when the 
child’s confidence has been gained. 

Nervous children are often afraid of doctors because 
they associate them with pain and illness, and a pre- 
mature or rough physical examination may frighten them 
and make further investigation difficult. Great patience 
is often needed during examination and there must be 
no hurry. Height and weight may be taken first, and then 
such external examination as can be made without re- 
Moving the clothes. Vision and hearing can be estimated, 
often by making a kind of game. Small toy animals or 
Pictures can be named across the room, using first ‘one 
eye and then the other, and the ability to recognize col- 
ours can be tested at the same time. The perception of 
shape can be demonstrated by the ability to name ordi- 
nary things seen from unusual angles, such as a pipe “end 

_©n” or a coin on edge. 

Hearing can be tested roughly by the watch or a tuning 
fork, but if there is any suspicion of “tone deafness” 
Noises of various kinds should be made behind the pa- 
tient, where he cannot see how they are produced, and 
his ability to discriminate between them noted. Small 
toys such as a whistle, a bell, a drum, and a ‘musical box 
can be used. If after such tests there remains any suspicion 
Of tone deafness, an audiometer examination should be 
Made. It must be remembered that tinnitus may cause 
irritability, even in children. 

Tone deafness is the most interesting affection of hear- 
ing. It depends upon inability of the ears to appreciate 
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certain wave lengths with the result that, though most 
sounds may be heard as loudly as by the normal person, 
their nature is obscured. In extreme cases even a short 
blast on a whistle and a blow on a bell cannot be distin- 
guished, although they are heard at normal intensity. 
Since the various sounds in speech differ in their over- 
tones, under these conditions the understanding of lan- 
guage is impaired. Usually the child’s speech is also 
affected because words are reproduced as heard, and they 
are heard imperfectly. 

Like adults, partially deaf children often learn to lip- 
read and so to mask their handicap. In testing their hear- 
ing this must always be kept in mind. 

Most children are either right or left-handed, though 
mixed handedness is not uncommon, and similarly one 
eye is usually dominant. Normally one or other side of 
the body is dominant, most people being right-handed, 
right-legged, and right-eyed, but all combinations of 
dominance occur. Crossed laterality is the term used for 
the dominance of one hand and the opposite eye. The 
exact physiology of crossed dominance is not known but 
usually it gives rise to certain specific difficulties in learn- 
ing to write, to spell, and to read. 

The handedness and eyedness must therefore always 
be tested. While one hand is normally used for most 
things, such as writing, throwing, catching, 
an object, and so on, sometimes one hand, usually the 
dominant, is used for fine manipulation and the other for 
coarse movements requiring strength. The left-handed 
child who has been taught to draw with his right will 
often take up the pencil with the left hand and then trans- 


picking up 
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fer it to the right. In doubtful cases it is sometimes illumi- 
nating to ask the patient to write with each hand. The 
definitely “handed” child is easy and comfortable with 
one and almost helpless with the other. In children too 
young to write, observation during play will often show 
which hand is dominant, but it must be remembered that 
very young children are usually ambidextrous, and some- 
times they begin life apparently left-handed and change 
over later on their own initiative. 

Eyedness may be tested in various ways. The simplest 
is to make a hole about the size of sixpence in the middle 
of a sheet of paper and to ask the child to hold the sheet 
at arm’s length and look at an object through the hole. 
The dominant eye will be in line with the hole and the 
object. A small telescope or a kaleidoscope is useful, as 
the child will nearly always look through with the domi- 
nant eye. 

The footedness may be tested by asking the child, if 
he is old enough to know, what foot he usually kicks with 
or by placing a cork on the floor and asking him to kick it 
away. A less reliable test is to make the child stand “at at- 
tention” and gradually tilt him forwards till he has to take 
a step to save himself from falling. As a rule he will move 
the dominant leg. The normal state of affairs is to be 
right-sided, and left-sidedness is next best. Any “crossing” 
of hand, eye, and leg may be accompanied by complica- 
tions such as bad spelling, slow reading, mirror writing, 
and stammering, as well as failure in shooting and fast 
ball games. 

In the fuller examination the general build, the com- 
pleteness of dentition, and the signs of puberty, disturb- 
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ances of endocrine balance, the descent of the testes, stig- 
mata such as hernias, congenital heart conditions, and 
any other relevant developmental data should be noted: 
Any physical disorder must of course be carefully investi- 
gated because bodily illness, of whatever sort, has its effect 
on behaviour. Many a child becomes irritable, excitable, 
or drowsy through a toothache, a headache, or a chronic 
toxic state, but the more vague signs of malnutrition, 
fatigue, or neurosis must not be overlooked. Malnutri- 
tion may result from a full but wrongly balanced diet, 
and fatigue from sleeping, apparently for quite an ade- 
quate period, in disturbing and restless surroundings. 
The commonest physical signs of neurosis are those of 
anxiety such as flushing, sweating, irregular and fast 
pulse, increased reflexes, and dilated pupils. 

It is impossible to indicate all the possible physical 
findings; it must be left to the initiative of the examiner 
to discover them and to assess their relative importance. 
Though it is, of course, right and proper to eliminate all 
obvious causes of bodily ill-health, care and discrimi- 
nation must be used in assigning physical causes to men- 
tal disturbances and in suggesting that the administra- 
tion of gland extracts or tonsillectomy or circumcision 


will alter a character. This line of easiest technique is fol- 
lowed too often in the ho 


pe of evading psychological 
treatment. - 


The second part of the examination is the assessment 
of the intelligence, or mental age, 


and educational attain- 
ment. 


The mental age can be ascertained by the use of stand- 
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ardized intelligence tests. It was the observation that cer- 
tain children were apparently unable to benefit to the 
usual extent from ordinary education that led the French 
government to institute an enquiry by Binet and Simon 
some years before the first world war. The results of their 
work are now widely known and applied in tests devised 
to measure the memory, reasoning power, practical abil- 
ity, judgement, and all the other components of what 
is called innate intelligence, quite apart from education, 
which is acquired and not inborn. 

These tests have been given to large series of children 
at various ages, and the results correlated so that they can 
be used as standards. When they are applied by one fa- 
miliar with their meaning, expert in their application, 
and able to recognize when fallacies appear, the results 
obtained are accurate, though if they are used in a me- 
chanical way, the probability of error is great. They must 
be interpreted just like an x-ray photograph or a micro- 
Scopic preparation, and with as much skill. 

The results of the various tests may be aggregated and 
stated in terms of “mental age,” that is to say the age at 
which it would be normal for a child to pass the tests 
achieved by the candidate, or they may be pooled and ex- 
pressed as a percentage called the intelligence gnotieni; 
for example, if a child of ten gave a mental age of eight, 


on averaging all his test results, his quotient would be 80, 


whereas, if he gave a mental age of twelve, it would be 
120. This method of scoring has a certain value, in that 
it gives an indication of the general mental development 
of the individual—thus, if his rating is below 7o, he is 
probably so low in general intelligence as to be classed as 
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mentally defective; if below 50, he is imbecile; and if be- 
low 20, idiot. At the other end of the scale, a child with 
a quotient of over 120 should be able to enter a secondary 
school. Here it may be wise to define the term “mentally 
defective,” since it is often loosely used. Medically, it 
means “lacking in mental power or development,” and 
it should be reserved for those unfortunates who are born 
with less than the normal amount of brain tissue or who 
suffer at the time of birth or soon after from some disease 
or injury which prevents the brain from developing 
normally. A person never becomes mentally defective 
in later life. Serious brain injuries or senility may deprive 
an adult of his previous mental faculties but they are con- 
ditions quite different physiologically from the condition 
known as mental deficiency. 

Though the plan of stating the mental age as a quo- 
tient is convenient in some ways, it also has disadvantages 
because within the quotient are many factors which can 
vary among themselves. One child may be of poor intelli- 
gence and yet scramble through school work moderately 
well because of a good rote memory, but an intelligent 
one may fail because he cannot memorize easily. The gen- 
eral impression created by some young people of very 
low intelligence is misleading because of their verbal 
agility. They have a command of language which makes 
them appear much more intelligent than they really are. 
Unless tests are given, they may be thought to be normal, 
or even bright, whereas in reality they may be on the 
border-line of mental defect. A much more illuminating 
light is cast on a child's mental equipment if the result 
of each test is stated separately. Then memory, reasoning, 
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judgement, language ability, and so on can be compared. 
Usually the results of the various tests fall fairly close to- 
gether; that is to say, the normal child of ten will pass some 
for each year between eight and twelve, failing all below 
and passing all above these limits. Should the difference 
or “spread” be more than this, it is probable that some 
emotional disturbance or an inherent instability is pres- 
ent, because mental disorders produce what is called 
“scatter,” one or two very difficult tests being passed and 
some of the simplest failed. 

Intelligence tests in their application yield a valuable 
by-product. In the ordinary course of clinical work large . 
numbers of children are observed tackling the same tests 
in exactly the same way, so it is possible to compare the 
method, attitudes, and responses of one child with those 
of another. One rushes at a problem, another considers it 
so long that he is hardly able to tackle it at all. One is criti- 
cal of his results, another is only too glad to get the job 
over and done with anyhow. Difficulty may arouse anger, 
tears, violence, inactivity, or evasion. Some ask for help, 
others spurn it if offered. Intelligence tests have a real 
value in expert hands and no problem of behaviour or 
personality should be treated without first making an 
accurate estimate of the mental age and a careful assess- 
ment of the various factors entering into its calculation. 

Drawings give indications of observation and intelli- 
gence, and from a child’s spontaneous picture of a man 
the mental age can be estimated and a good deal learned 
about the personality as well. The scale upon which the 
drawings are assessed takes note of certain basic features, 
such as the presence or absence of limbs, joints, eyes, and 
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ears, and lays no stress on the artistic merit of the picture. 
Clearly it is only by working on some such criteria that 
the assessment can be of any value. 

Estimation of the educational age is not such an exact 
matter as the measurement of intelligence, but, if con- 
fined to the fundamentals of reading, writing, and arith- 
metic, the results are sufficiently accurate for practical 
purposes. These subjects have been part of the mental 
activity of the human race for so long that they may now 
be said almost to take a place among the natural thought 
processes. Children develop the ability and desire to read, 
write, and count at definite mental ages, and so standard 
scales have been drawn up showing what the attainment 
of the normal child should be. 

There is such a wide natural variation in growth and 
development that a child is not classed as backward un- 
less his educational attainment is at least three years be- 
hind his mental capacity. In practice this is a safe limit, 
but in clinical work the recognition of lesser degrees of 
backwardness is often of importance. Perhaps, for in- 
stance, the child has just begun to fall behind, and reme- 
dies immediately applied may save trouble later on. It is 
also important to distinguish clinically between back- 
wardness and dulness. Dulness is a low mental age, while 
backwardness means that the level of educational attain- 
ment is below normal for the mental age. 


To complete the examination of the child, some esti- 
mate of his general mental balance and adaptation must 
be made, although if a Satisfactory history has been ob- 
tained, a physical examination made, and the intelli- 
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gence quotient and educational status assessed, the na- 
ture of the condition will already be fairly clear. Any de- 
tailed examination of the mental state must be made 
with the greatest care. It need hardly be pointed out that 
the child must be put completely at ease and there must 
be no attempt to “get things out of him.” Whenever pos- 
sible the patient should be seen alone, though to see him 
for a short time with a parent or nurse may provide very 
valuable information. 

The consulting room, like the interview, should be as 
informal as possible, with no medical apparatus in sight, 
and the manner of the physician should be casual. No 
child is at ease before a stern grown-up sitting behind a 
formal desk, especially if he wears a white surgeon’s coat, 
asks difficult questions, and is surrounded by an array of 
surgical instruments. The more casual the attitude the 
better. The child should be allowed to come in as if he 
were breaking into the physician’s privacy and being ad- 
mitted to his private room and thoughts. It is a good plan 
to be looking out of the window, or working with a 
model, or putting away some toys when the child comes 
in, and then just to say “Hello, come in,” and to go on 
with the job, starting a running commentary into which 


the child is gradually drawn. Usually a talk on some in- 
teresting topic like engines, motor cars, animals, careers, 
or toys makes a good beginning, starting from a magazine 
on the table or a toy in a cupboard. 

The manner of making a friendly contact with the 
child will depend on the age and characteristics of the 
child. For small children it is well to have some woolly 
about and, of course, small furni- 
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ture which they can use without discomfort. Blocks and 
a few highly coloured pictures are useful. For the older ` 
ones paper and crayons, plasticine, and some toy animals, 
houses, or models may serve to attract them and make a 
good beginning, remembering always that the less com- 
plicated the toys are, the better, Many children will talk 
more freely while they are busy with some simple, half- 
automatic job. 

Adolescents or younger children of very high intelli- 
gence should be treated as equals. They usually know 
why they have come and sometimes they press on in con- 
versation to make a clean breast of their troubles. This is 
usually an unfavourable sign, and the prognosis in the 
case of the child who talks too openly is not good. Reti- 
cence is normal, and its lack often depends on an absence 
of appropriate emotional reactions which may be a sign 
of schizophrenia or of severe neurosis. 

As a general rule the first interview must be spent in 
creating the right atmosphere and making the position 
clear, so that it may be possible to proceed more rapidly 
and directly with treatment at subsequent visits. The im- 
portance of this cannot be exaggerated. The interview 
should be allowed to take its own course at its own speed, 
but, in general, certain main topics of conversation 
should be raised, after freedom of speech has been estab- 
lished. 

The extent to which direct questioning may be used is 
a matter of judgement and the inclination of the physi- 
cian, but the indirect method is usually better. Instead of 
saying, “How do you get on at school?” begin by asking 
the name of the school, and follow the answer up by “Oh, 
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I used to know it well; how is it getting on now? Tell me 
about the games,” and so on, leading on to the more per- 
sonal questions. 

A general question as to the composition of the family 
is useful: “Who lives at home with you?” Then points 
may be followed up, such as “Where is your daddy?” If 
no father is mentioned, “Who in your family do you go 
about with most?” And the sleeping arrangements can 
be talked of. 

Leading on from this, there is the question of friends— 
whether the patient goes out in the street at night, or stays 
at home, or has friends in to play. Talk of toys, books, 
home work, and interests will follow naturally. 

The discussion will now come close to things of emo- 
tional importance and more care will be needed. It is 
well to approach subjects likely to be disturbing by dis- 
cussing first matters of fact. For example, questions as to 
the name of the school attended, the number and ages of 
the children there, the school uniform, and so on might be 
raised before asking what form the child is in, the aver- 
age age of the children in it compared to his own, and his 
normal place, if places are awarded. Eventually it will be 
possible to discuss his own feelings in regard to his school 
work and usually after telling what his parents and his 
masters say about him, he will give an amazingly true 
estimate of his real attainment, often accompanied by the 
true reason. “I do not really think I do as well as I should, 
although I try hard, and it’s my reading that keeps me 
back—I don’t seem to be able to see words as clearly or as 
quickly as the others. Jam always behind in reading, and 
I hurry and get mixed up, and they think I’m careless.” 
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(This was from an intelligent boy who was said to be very 
careless and backward but who had a specific reading 
difficulty due to crossed laterality.) 

Sometimes it is wise, at the first interview with the 
child, to say exactly why the patient has come and just 
what the physician’s aim and function are—to help im- 
partially as he has been able to help others. This will 
minimize feelings of guilt and bring the patient to see 
things in a more normal perspective, when, as often hap- 
pens, some particular form of behaviour has been made to 
assume undue importance. Moreover, this may save much 
beating about the bush afterwards for, if the subject is 
painful and is not mentioned at the first interview, the 
patient may leave with a feeling of relief and it will be 
more difficult to broach the matter later. It may be neces- 
sary sometimes to point out that a completely uncritical 
attitude will be maintained, and that no “sides” will be 
taken. With older children it may be helpful to explain 
that the physician is accustomed to talk to children who 
have got into difficulties, leading on to the question, 
“And what is your trouble?” 

Often, on the other hand, if there is a very sore 
point, it may be wise to avoid discussing it at all, though 
if care has been taken to establish a good relationship 
and time is important, anything can be talked of. Usually 
it is unnecessary to go right to the centre of difficult sub- 
jects because the patient is usually quite unconscious of 
the cause of real neurotic symptoms or delinquency and 
cannot, even if he would, throw any light on them. In 
such cases a confession should not be pressed for, and 
sometimes it happens that even when a confession is ex- 
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torted by force or by persistence, the child feels that it is 
false. One of the hardest things to believe is that a child 
is telling the truth when he replies, “I don’t know,” to the 
question why he committed some misdemeanour, but 
clinical experience proves that this is a fact. Few chil-' 
dren know, for example, just why they steal. There is 
often an apparent immediate reason, but that is not the 
real one. A boy stole notebooks because he had a con- 
suming desire to write at length about natural history, 
but why he stole at all was a complete mystery to him. The 
obvious explanation saved him from going more deeply 
into the cause. It would be as logical to ask a sufferer from 
hysterical blindness why he could not see as to expect a 
child to explain the reason for his abnormal behaviour. 
Whether notes should be taken during examination 
must be left to individual discretion, but as a rule no 
harm is done. Parents like notes to be taken of what they 
say because they feel that these are an indication of the 
physician’s interest. The pen can be quickly laid down 
when any particularly personal matter is being talked of. 
Recording will often “dry up” the older child and the 
adolescent and it is better to leave note making till after 
the interview. The important thing to remember is that 
even for the individual worker a certain amount of re- 
cording is essential and that when working in a clinic 
even more detailed and elaborate notes must be kept. 
All these various methods of procedure must be left to 
the individual examiner to choose from, and which he 
selects must depend on individual preference and the 
needs of the case. It is fatal to begin an interview with any 
set plan in mind. To follow a predesigned course will in- 
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evitably make for artificiality and destroy the perspective 
of the matters discussed. 

The attitude adopted is of the first importance. Hon- 
esty and openness are essential, and strict impartiality 
must be maintained towards both the child and his par- 
ents. Interest should be shown, and patience and under- 
standing, but sympathy of an emotional kind or a per- 
sonal note is inadvisable. Tact is necessary to avoid mak- 
ing the child fear that his secrets will be passed on to the 
parent and, similarly, it must be made clear to the parent 
that he will not be discussed so as to be degraded in the 
child’s eyes or lose his authority. ` 


§2. Evaluation 


Tue sicns Ann SYMPTOMS OF DISORDERS OF BEHAVIOUR AND 
personality are so varied that it is impossible to group 
them into syndromes so that diagnostic entities can be 
defined. The most that can be done is to classify cases on 
a symptomatic or descriptive basis. Sometimes the main 
complaint is used for purposes of classification and such 
vague terms as “nervousness” may even be employed. 
Such a system must obviously be inaccurate, Perhaps a 
child called “backward” may be psychotic, while another 
said to havea “violent temper,” may actually be suffering 
from tinnitus. 

For practical purposes it is better to make no attempt 
at classification and to think of the patients just as indi- 
viduals differing from one another in themselves, their 
experiences, and their settings and so varying widely in 
their methods of thinking and acting. 
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Clinically, the “diagnosing” of a case becomes a process 
of arranging and assessing the various features and fac- 
tors so that the important points stand out in true per- 
spective. Unless this is carefully done it will be impos- 
sible to arrive at a complete understanding or to plan 
and undertake treatment effectively. 

There can never be only one absolutely correct sum- 
ming up. Experience will teach the clinician the angle 
from which he can most successfully approach each par- 
ticular type of case and some allowance must always be 
made for personal bias. Moreover, immediate circum- 
stances or even convenience must be studied, and some- 
times it is better not to press on too quickly to a final de- 
cision as to the true nature of the condition or the proper 
plan of action. 

Though, as has already been said, it is not possible to 
lay down any hard and fast rules, there are a few guiding 
general principles. 

It is well to remember that if a case is not clear, then 
there is something still to be found out, and a history as 
given at first may lack just those points which later sup- 
ply the missing clues. 

A child of four was behaving in a violent way, and her 
disobedience and destructiveness were enough to cause 
fear for her sanity. She was third youngest in a family of 
ten, of whom the oldest was a girl of twenty-two. Accord- 
ing to the parents all the others were well behaved and 
gave no trouble at all. There seemed to be nothing to 
make the patient different from the others. She was 
healthy and intelligent, but very wild. Eventually, after 
hope of solving the mystery had almost been given up the 
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“mother” admitted that the patient was actually the 
illegitimate child of the oldest girl. The older children 
who knew the truth were much less affectionate to the 
patient than to the real brothers and sisters, though they 
were apparently unaware how obvious this was. The fam- 
ily had been brought up very strictly and naturally the 
life of the oldest girl was not easy. Once all this emerged, 
the situation became clear. 

It is never safe to jump too rapidly to the conclusion 
that minor deviations from health such as septic tonsils 
or adenoids are “the whole cause of the trouble” and to 
Operate at once. Many children so affected are not nerv- 
ous and are perfectly well behaved, and though any child 
is the better for the removal of a septic focus, the per- 
sonality and behaviour may not be favourably affected by 
operation. 

Treatment has often been interfered with by so much 
insistence on possible physical factors that attention is 
diverted from the real cause. The difficulty is that‘once a 
serious problem of behaviour or personality has devel- 
oped, secondary symptoms are always present, and it is 
unlikely that these will disappear spontaneously even if 
the physical condition is satisfactorily dealt with. 

A child of nine became irritable and unhappy, and 
nightmares followed. She lost her appetite and her pos- 
ture and general health became poor. She was found to be 
partially deaf as a result of a chronic infection of both 
tonsils. These were removed and the hearing returned, 
but there was little change in her behaviour because the 
secondary development, the backwardness in school as a 
result of her inability to hear in class, had not been dealt 


36 


EVALUATION OF THE PROBLEM 


with. When the blank in her education was filled in all 
her symptoms disappeared. 

Even peculiarities of growth and feature may have a 
profound effect. Children will attempt to make up for 
their smallness by engaging in wild adventures, and ugli- 
ness may drive an adolescent girl into delinquency. Un- 
duly large children may feel “out of it” in school and play 
truant, or indulge in grown-up vices as a kind of bravado. 

A boy of ten suffered because he had red hair. The only 
other member of the family who had it was a ne’er-do-well 
uncle, and the parents took all manner of precautions so 
that their son would not follow in his footsteps. Prohibi- 
tions were made and punishments devised, and his time 
was filled with dull games and books so that his mind 
should be guided into good channels. Naturally, the ef- 
fect was rather the opposite, but every sign of rebellion 
was met with greater suppression until there was a real 
outburst—and all because he had red hair. Modification 
of the home attitude completely changed the boy and he 
became happy and teachable. He had really no tendency 
at all to become like his uncle. 

The role of sensory difficulties, such as anomalies of 
sight and hearing, must be carefully estimated, and here 
again the secondary effects must not be overlooked. Chil- 
dren who are deaf, for example, imagine just as much as 
grown-ups that they are being talked or joked about, and 
the child with poor sight often feels his lack of skill in 
games and hates wearing glasses. 

The intellectual endowment is naturally of the great- 
est importance in determining school success or failure, 
but its effect in other ways also must be taken into ac- 
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count. Older children notice if they are slower than others 
to see a joke or solve a puzzle, or in games of the “par- 
lour” type. Often they feel their dulness in conversation. 
It affects, often deeply, the child’s appreciation of the 
things around him. The very intelligent child is highly 
responsive to all stimuli from outside and reacts with 
equally exaggerated excitement or emotion, while the 
duller ones lose a great deal of what goes on. They do not 
notice so much and so get less out of life than the others. 
This may be to their advantage in that they may not feel 
misfortune or discomfort so keenly; they can plod along 
happily at a simple routine job which would bore a more 
active mind. As a general rule, the duller the child the 
less promising from a treatment point of view, and special 
educational adjustment will often have to be made. The 
importance of assessing the educational standard was re- 
ferred to in §1 of this chapter. 

Careful watch must be kept for specific causes of back- 
wardness, and it should be remembered that sudden and 
otherwise unexplained falling off in mathematical sub- 
jects about adolescence is a common symptom and an 
almost universal sign of some disturbance of the emotion- 
al life. 

The recognition of the presence of disorders such as 
neurosis or psychosis must be a matter of experience, but 
it is wise to remember that violent symptoms may occur 
in children who are basically normal, and a definite opin- 
ion should be given only after consideration of the history 
and very careful observation of the child’s behaviour, if 
possible during a period of residence away from his usual 
surroundings. 
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A boy of nine was behaving in so wild a way that an 
acute psychosis was feared. He was tearing his clothes, 
eating his bedding, and screaming out almost constantly. 
He was incontinent of urine and faeces and had smashed 
his bed, torn the wall paper off the wall, and tried to set 
fire to the house. He was a prey to very great emotional 
and material insecurity in that his mother had threatened 
to run away and leave the boy with a very unstable father 
of whom he was afraid. He was removed to hospital, and 
from the moment of admission was well behaved. From 
there he was transferred to a foster home where he settled 
down quite normally, and six months afterwards there 
had been no suggestion of a return of his old symptoms. 

The differential diagnosis between a state of mental 
tension and true anxiety neurosis is often difficult. 

Mental tension results from insufficient outlets, usu- 
ally on the academic side, but it may be caused also by 
insecurity and lack of affection. The symptoms are exag- 
gerations of what may be called physiological or natural 
fears of the dark, thunder, strangers, new experiences, 
or, in older children, of injury, illness, or death, and, in 
addition, signs of physical disturbance such as tremor, 
fast and irregular pulse, flushing, sweating, coldness of 
the extremities, frequency of micturition (maybe enu- 
resis), and car or train-sickness. Excitability is com- 
mon, and nightmares, night terrors, tempers, or fits of 
crying may occur. 

Deprivation of affection, broken family relationships, 
and distorted emotional environment may cause all forms 
of hysterical disturbances, from delinquency to malin- 
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Real anxiety neurosis presents quite a different picture. 
Here the anxiety is not usually so noticeable as such, and 
often the child is unconscious of it. It shows itself indi- 
rectly as violence, temper, or delinquency in the more 
aggressive children or, if they are sensitive, as shyness, in- 
ability to be alone or to take part in ordinary school life, 
games, or parties, and a general tendency to retire from 
normal activities. 

Obsessional states may be serious,or of little impor- 
tance. It must be remembered that many people have an 
obsessional type of mind and so are liable to develop 
obsessions if their mental. resistance is weakened by 
fatigue or worry. Obsessions may affect a child to such 
an extent that his whole life is ruled by them and becomes 
a burden, and yet they may disappear spontaneously. 

A boy of twelve developed obsessional ceremonials so 
acutely that he could not go to school. Going to bed was 
a misery. Every article of clothing, as taken off, had to be 
placed in a certain position. If it “did not go” the first 
time, then the placing had to be repeated three times, if 
the third attempt failed, nine times. The whole arrange- 
ment had eventually to be done once without a slip be- 
fore he could go to bed. He felt that if he did not do it 
he would die in the night. He had obsessional fears that he 
would eat some dirt accidentally and so poison himself. 
After persisting for about six weeks, all his symptoms sud- 
denly disappeared over night, and he announced to his 
mother in the morning that they were gone. From that 
moment he was well and was still free from obsessions 
many years afterwards. 
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By far the most important decision to be made is 
whether the problem originates mainly in the child as a 
result of imperfect or unbalanced development, inherited 
instability, or even mental disorder, or whether he, nor- 
mal enough himself, is behaving peculiarly as a result of 
undue strain thrown upon him by his environment. 

If the problem is within the child, then treatment must 
be directed mainly towards him, but if not, the most im- 
mediate consideration must be the attitude of the parents 
towards him. They may have failed to give the child the 
security and affection essential for healthy development 
of the personality, perhaps, as so often happens, because 
they themselves are immature and lacking in force and 
stability. It may not be till after many interviews that the 
whole situation can be seen clearly. Often it is necessary 
to go back into the previous generation and to learn, from 
the early life of the parents, just how their own characters 
had been formed so as to bring about the present state 
of affairs. 

Not infrequently it happens that one or other parent is 
actually neurotic, and then the whole problem is vastly 
complicated because this can hardly fail to have a serious 
repercussion on the child and create a situation difficult 
to alter. 

The effect of adults other than the parents, of brothers 
and sisters, and of any other persons who come into close 
contact with the patient must be considered. A cantan- 
kerous, complaining, or over-sympathetic grandmother 
may be the cause of many troubles, and sometimes a 
lodger can be an important factor. In the cases of illegiti- 
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macy or adoption, the early background often has a great 
_ bearing on the child’s later life.. 

It may seem that undue stress has been laid on the im- 
portance of details, many of which are remote from the 
problem at issue, but experience will show that knowl- 
edge of all the circumstances is essential to the under- 
standing of causation, without which any attempt at treat- 
ment must be merely guess-work. 


Ill 


TREATMENT 


T HE AIM OF TREATMENT MUST BE TO REMOVE THE SYMP- 
toms for which advice was sought, though often there is 
more to be done if the condition, as seen by the physician, 
is to be adequately dealt with. Symptoms change as age 
advances and that one should disappear is not by any 
means an indication that a complete cure has occurred. 
The policy of waiting for a child to grow out of his 
troubles is never justified if a true problem is present. 

At the same time it is important to remember that indi- 
viduals differ from one another very much, and it isa mis- 
take to set up too fixed a standard of what any child 
should be. Some are more sturdy or more intelligent or 
stronger in character than others, and just as it is impos- 
sible to increase innate intelligence by education, so in- 
herent weakness of character cannot be improved by 
treatment beyond a certain point. It is no use trying to 
make a hearty mixer out of a studious recluse or a student 
of a born farmer. 


In moulding the general 
must be remembered that circumstances cannot and 


should not be suddenly changed. Gradually and patiently 
little alterations must be made this way and that, imper- 
ceptibly so the patient can respond to them uncon- 
Sciously. Sudden changes are always disturbing and 
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throw an undue strain on all concerned. The more im- 
perceptible they are, the more likely they will be to suc- 

~ ceed. The commonest fault of inexperience is to try to do 
too many things all at once. 

The mode of treatment employed must depend on the 
nature of the case, though it is seldom possible to carry 
out what is theoretically the best procedure. Practical 
considerations of time or distance, the bias of parents or 
teachers, and many other things must be taken into ac- 
count, and often one has to be satisfied with doing some- 
thing far removed from what seemed best at first. 

In planning treatment there are certain general prin- 
ciples which must be kept in mind. In practice, cases 
range from normal children upset by some strong dis- 
turbing influence in their environment to psychotics who 
behave and think abnormally, even though their condi- 
tions of life are ideal. The first group tend to get well, if 
given a reasonable chance, and so they respond satisfac- 
torily to general treatment methods, while the second de- 
teriorate and are often resistant even to the most in- 
tensive individual therapy. The neurotics lie between 
these two extremes. Children suffering from simple anx- 
iety tend to get well spontaneously, but if the anxiety 
is a neurosis, it is more likely to remain chronic unless 
treated. The prognosis in obsessional cases and hysterics 
is always difficult; they sometimes get well with the sim- 
plest treatment, while they may fail to respond to every 
form of attack. 

Whatever the nature of the case and however com- 
plicated it seems to be, the conditions necessary for stable 
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development must be brought about first of all as far as 
possible no matter what other forms of treatment may be 
contemplated. 

Strict attention must be paid to the bodily’health and 
especially to causes of malnutrition and fatigue. The daily 
life of the patient must be regulated, and his diet and 
géneral hygiene carefully ordered. The more definite the 
time-table for work, play, rest, and meals, provided it is 
well arranged, the better. Children are creatures of habit, 
and they settle down very quickly to an ordered routine 
and like it. Above all, sleep must be adequate, and until 
the age of five there should be a sleeping period during 
the day. It is not sufficient to arrange that the child shall 
be in bed between certain hours; it must be assured 
that he actually sleeps sufficiently long and that the condi- 
tions are such as to make the sleep restful. Noise and other 
disturbances must be eliminated as far as possible, he 
should be warmly clad and covered, and at the same time 
the room must be adequately ventilated. Though a com- 
pletely dark room is most conducive to sound sleep, it 
may be necessary in some cases to make concessions and 
allow a night-light. If so, care must be taken that frighten- 
ing shadows are not thrown upon the wall of the room. 
The question of children being allowed to sleep in par- 
ents’ rooms frequently crops up and must be dealt with 
on general principles, remembering that it is the reason 
for their doing so that is the important thing. Most fre- 
quently timidity, dependence, or jealousy will be found 
to be the motive, and these must be treated. It is seldom 
of much use to force the child to sleep in a room by him- 
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self if he is really unwilling to do so; in fact, in dealing 
with children force of any kind is seldom to be advised, 
a satisfactory substitute can almost always be found. 

The child must be given work suitable to his age and 
intelligence, to the limit of his capacity. This does not 
mean that he should be forced educationally, but his in- 
terest must be aroused and every opportunity given for 
him to use his mind. 

He must be made secure. His handling must be definite 
and consistent. He must know what to expect and as far 
as possible why he must expect it. Security needs dis- 
cipline. Children need a fixed point from which to work, 
and this point should be the parents, or some substitute 
for them. A child must know that he can go to them for 
advice, and they must set up certain standards to which 
he must conform and certain limits within which he is 
free to act. To remove all control from a child is unkind; 
it makes him insecure, just as it does to expect him to 
order his own life. Children need, and like, their lives to 
be managed for them up to a point, and they reach their 
fullest development when they are relieved of the need of 
making too many difficult decisions. i 

A child must have outlets for his affection and feel that 
it is returned. 

If these three needs, for work, security, and affection, 
are satisfied, most cases require no further treatment. 

It is too seldom realized that fears, anxieties, jealousies, 
antagonisms, and other disturbing emotions are normal 
to everyone, though, as a rule, they are kept so well in the 
background that they do not affect behaviour at all, nor 
do they even enter consciousness. Everyone is, for ex- 
ample, to some extent afraid of the dark, and under stress 
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or during fatigue the fear may come to the surface. Or- 
dinarily the mind can deal with the fear so that it has no 
effect, but when, for some reason, control is lost, it may 
become conscious, making it impossible for the sufferer 
to sleep alone or without a light or to go out at night. 
Deprived of the three fundamental needs, the mind 
loses control in this way, and the emotions and thoughts 
that come to the surface depend on the mental constitu- 
tion of the individual in question. So it is that in treat- 
ment of uncomplicated cases the exact nature of the symp- 
toms does not matter very much; the important thing is 
to find and treat the underlying need which has brought 
the symptoms into prominence. 
Whatever be the clinical details, these fundamental 
adjustments must be made first and the results noted, 
and experience will show that almost every simple case, 
and many apparently complicated ones, will need nothing 
more, and no direct treatment of the child is necessary. 
The normal mind can survive serious upheavals, ap- 
parently without any permanent effect, and treatment 
on general lines avoids the very real danger of direct 
treatment—of making the child introspective and maybe 
fixing in his mind fears and other emotional disturbances 
which would have faded if undue emphasis had not been 


laid upon them. 


§1. Conditions Necessary for Stable Development 


Work and Education 


Tue ARRANGEMENT OF A SUITABLE OCCUPATION FOR A 
child, especially if he is nervous, is often a matter of some 
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difficulty, and it must be done carefully if the best results 
are to be obtained. The old plans of dispatching the child 
to the country, letting him run wild, or sending him to a 
school where discipline is strict, seldom succeed. They 
may allay the problem for a time or put it out of sight 
and so out of mind, but they do not touch the root of the 
trouble. Often the apparent “cures” are quoted with con- 
viction, but in these supposedly successful cases, the more 
observant will see that the effect is only superficial and 
that the results would have been even better had more 
rational methods been used. 

Everyone has come across the “highly strung” child. 

He is thin, over-active, and over-excitable. He sweats 

and flushes easily and is sick in cars and trains. His appe- 

tite is capricious. He is often enuretic. He is not a wel- 

come guest, because he gets excited, noisy, and violent on 

the slightest pretext, fighting in an uncontrolled way, 
usually leaving a party in tears. He refuses to rest in the 
daytime and may talk and walk in his sleep at night. 

Fears worry him; he dreads the. dark, strange places, 
thunder, wind, moving water, and loud noises. He may | 
“panic” in traffic. Clearly advanced and intelligent as he 
is, it is hard to understand how he can be so uncontrolled 
and illogical. 

The cause is often simply lack of proper occupation, 
through which he can get relief for his surplus energy. 
The parent, with the best intentions and probably fol- 
lowing advice, has kept him back or allowed him only to 
play with simple toys in the fear that work would damage 
his brain. Work never damaged any brain unless it was 
done under pressure. There is no harm, in fact there is 
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every advantage, in allowing a child to work as much as he 
wishes. This is a very different thing from forcing him to 
work, which is always dangerous. 

So in school, children must be given plenty to do and 
opportunity for learning about things, but the ordinary 
academic subjects must not be neglected. From the age 
of five onwards, reading, writing, and arithmetic have a 
fundamental value not possessed by less definite activities 
such as play, music, or drawing. Academic work is an ex- 
ercise essential for developing the mind; it diverts energy 
from the emotions and is conducive to stability. 

The child’s brain is always producing energy which, if 
it is not utilized, must accumulate and raise the mental 
potential, and it is this tension which causes the symp- 
toms. The nervous system becomes over-active and over- 
excitable, the vague fears common to every child, but 
normally hardly noticed, grow into conscious terrors, Or- 
dinary joie de vivre becomes exaggerated into restless 
activity, and the organic reflexes such as sweating, vomit- 
ing, and micturition are active beyond normal control. 
If such cases are intensively investigated, all manner of 
mental disturbances can be discovered, but this is not to 
be advised. The cause is clear and if these children are 
sent to school and given plenty of academic work to do, 
with, of course, adequate play as well, the difficulties 
clear up in a surprisingly short time. Such cases may be- 
come serious if they are allowed to go on for long. The 
behaviour may become a habit, and the fears fixed. Then 
the tangle must be unravelled. 

On general principles it may be assumed that asa rule it 
is never too early to senda child to school if a suitable one 
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can be found. Unfortunately there often is none for 
young children available, so the child has perforce to re- 
main at home, taught in a haphazard way by relatives or 
by a governess. Every child should be in school by five at 
the very latest, and by that time he should know his let- 
ters and a few short words if he is of average intelligence, 
and should be able to read a little if above average. He 
should also be able to do simple sums and know the value 
of the smaller coins. In a city, where large print is every- 
where on notices and signboards, children find it easy to 
pick up letters, but in the country it is different. The prin- 
ciple in teaching should be to allow the child to learn as 
fast as he wishes and to encourage him to do so, without 
forcing, and if, under these conditions, he does not make 
progress proportionate to his mental age, the reason 
should be sought. 

Employment for children of pre-school age must be 
suited to the child’s individual needs, remembering that 
little ones prefer simple things to play with, like blocks 
of wood, empty boxes, earth, sand, and water, to highly 
organized and beautifully made toys. They also like 
miniature real things; give a small girl a dustpan and 
brush, a small carpet-sweeper, and a duster and she will 
occupy herself for hours imitating grown-ups at work. 
Dolls and stuffed animals are to the little child more 
things to love than to play with, and it is later that the girl 
begins to dress and undress her doll, or put the teddy-bear 
to bed properly. Boys like things that can be imagined to 
be trucks or engines or guns. 

Small children like simple stories (fairy tales come 
later). They vary very much in their fondness for listen- 
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ing—often they prefer to be active—but a suitable story 
is a good way of calming them down before going to bed. 

The importance of aggressive, noisy play must never 
be forgotten. All small children are aggressive and, unless 
they can have outlets for their animal spirits in a good 
romp, their energies often turn to undesirable things. 

Young children between the ages of three and five 
often suffer from acute anxiety as a result of their own 
aggressive attitudes. At that age there is a great natural 
tendency to self-assertion, if necessary by violent means, 
as an indication of growing independence and self-reli- 
ance. If the aggression is given free play and not directed 
into constructive channels, the child tends to become 
anxious and inhibited. It is as if he feared his own 
Strength and could not bear the feeling of his own 
power. This is a normal reaction and in itself is correc- 
tive, since the fear will tend to lessen the violence of fu- 
ture outbursts. If it is excessive, the aggressive energy 
must be directed by providing outlets of a constructive 
kind in work and play. Perhaps the best corrective is the 
influence of a group of children; the aggressive child 
soon finds his own level. 

Children between five and seven should be beginning 
to like group play and simple organized games, and for 
them to do so is not only healthy physical exercise, but 
Practice in forming human relationships. The wild, ex- 
cited romping of the earlier years gradually disappears, 
but to nervous children, especially those whose natural 
activities have been suppressed for some reason or other, 
aggressive play as a relief may be used in treatment. At 
this age play in a small group becomes highly imagina- 
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tive and is often most skilfully organized. A good outlet 
for this kind of need is acting. Charades or pantomimes 
give great pleasure. Individual play becomes more com- 
plicated; for the girls playing with dolls, for the boys 
playing with trains, aeroplanes, and constructional toys, 
and for both collecting, drawing, and painting begin to 
be really interesting. 

Free time should always be filled in with occupations or 
amusements chosen by the child himself at first. If he 
seems to select undesirable forms, then it is necessary to 
discover why he does so and to tackle the origin of his 
desires, rather than to curb his interest by force or com- 
pel him to take up activities in which he is not really in- 
terested. Parents often complain that their older children 
prefer “thrillers” to good books and get undesirable 
ideas from them. The real issue is why they seek outlet 
in exciting or improper books and what need they have 
which is met in this way. Active minds given insufficient 
outlets or natural instincts for adventure curbed will 
always demand compensation, and prohibition may stop 
the reading of exciting trash but it will not meet the need. 
The desire for excitement is not depraved and it can be 
made useful. As a matter of fact, a well-balanced child is 
never upset by excitements got from books, plays, or the 
cinema nor is he particularly keen on them, and if he 
seems to need such things excessively the reason should 
be sought. 

Children between five and seven pick up knowledge 
very fast. They ask endless questions, often difficult ones, 
but they should be answered as far as possible, remember- 
ing that a simple explanation, even if not scientifically 
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accurate in all details, will satisfy. Over-instruction in any 
direction can lead to mental confusion and anxiety, and 
particularly in sex matters it is always to be guarded 
against. The young child is not capable of appreciating 
all the anatomy and physiology involved, nor is he really 
interested except in the broadest sense. If a child of six 
asks what makes a motor car go, he will usually be satis- 
fied with the answer that it is the engine or the driver, 
and his curiosity about other things can be satisfied as 
easily unless he has been prematurely made aware of more 
than he can understand, and especially if his knowledge 
has come to him in a disturbing way. 

After the age of seven, differences of personality and 
attitude become more marked, and the choice of ade- 
quate and suitable employment is correspondingly diffi- 
cult. The child has to some extent made his place in the 
world and it may be necessary to make some preliminary 
investigation before he can be given the occupation he 
needs. When there are problems of behaviour or person- 
ality there are usually also backwardness in school work 
and difficulties in mixing with other children. Clearly 
both of these must be taken into account. It is more than 
useless to send a child, handicapped by lack of knowledge 
and disheartened by failure, into a new school, without 
first of all filling in the blanks in his knowledge so that he 
Starts on reasonably level terms with his fellows; nor 
Would one who avoided others and preferred a solitary 
€xistence be likely to settle down at once in a large school 
Where everyone was expected to take an active part in 
Social life. 

There are some schools, both for boarders and for 
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day pupils, where such needs as these are recognized and 
where special care is taken to meet the difficulties and 
handicaps of unusual children. The essence of the method 
usually employed is not to force things, but to allow the 
child to adjust at his own pace. He is observed carefully 
and his strong points discovered and built on, his weak 
points being correspondingly ignored at first. His inter- 
ests are aroused, and when he is allowed to show his 
capabilities he becomes more confident and success pro- 
duces effort, so that in a short time he is able to turn to 
and tackle things that were previously distasteful to 
him because he felt he could not do them. After confi- 
dence has been gained, coaching may be started. It is 
usually rather risky to attempt to make up a serious edu- 
cational backwardness without this preliminary building 
up of the feeling of capacity, and it is seldom wise to 
entrust the coaching to anyone not specially skilled in 
dealing with educational problems. One absolute rule 
is that a really backward child should never, under any 
circumstances, be coached by his parents. Children like 
to excel in their parents’ eyes, and to be coached is evi- 
dence that the parent thinks they should do better, and 
so the coaching is never a success. The pupil may be com- 
pelled to learn, but if he is it is only at the expense of 
peace of mind, which is even more valuable than learn- 
ing. 

Many delinquents are backward in their school work. 
This is not always due simply to lack of attendance or of 
attention, but to antagonism and hostility to the world 
in general, and adults in particular. There arises as a re- 
sult of this a resistance to learning, which is evident not 
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only in a refusal to accept teaching in academic subjects, 
but in inability and unwillingness to take advice of any 
sort. They object to being corrected or even directed in 
play or games. So it is that the education of delinquents 
is peculiarly difficult; nevertheless it is essential to cor- 
rect their backwardness because, if it persists, it eventu- 
ally becomes important in maintaining their undesirable 
behaviour through the feeling of incapacity and failure 
to which it gives rise. A girl of fifteen, who had been de- 
linquent for about five years, was expelled from school 
for the fourth time. She had been tried under all kinds of 
discipline, and her mother, in despair, was seriously con- 
templating sending her into some penal institution and, 
in fact, came for advice as to how this could be arranged. 
The girl’s history told of early days passed in changing 
surroundings, a father who deserted after many scenes, 
and a mother, embittered, struggling to survive and to 
live down her disappointment. The child had been vio- 
lently hostile to everyone, including her mother, and had 
spent her time in school creating as much disturbance 
and learning as little as she could. The mother re-mar- 
ried, and the new husband brought a great stability into 
the life of the girl and her mother, but the child had 
made her reputation for naughtiness, and at the same 
time fallen very far behind her fellows in all her work 
and, being very fond of the lime-light, she simply con- 
tinued in her old bad ways. The situation was explained 
to her, and being intelligent, she quickly realized the 
real state of matters. She was placed in a foster home 
With a patient, understanding woman and tutored. She 
found that she could learn and made rapid progress, and 
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later went to a small school for normal children where 
the staff were sympathetic yet firm. She settled down and 
worked well, and her difficult behaviour gradually ceased. 

The education of neurotic or so-called “nervous” chil- 
dren needs special care. They require to be kept inter- 
ested and encouraged to make an effort. They must not, 
on any account, be driven. Education has special value 
for them because it utilizes the unused mental energy 
which is aggravating their nervous symptoms and at the 
same time gives them things to think about and so directs 
their thoughts from themselves and their fears. The de- 
sire for success and the need to feel superior are often 
prominent in these children and so it is well to educate 
them without introducing competition. The essential 
thing is to discover what the child likes and can do best, 
and to work from that to other things. Interest may be 
aroused primarily in'an academic subject or a game or a 
hobby but, whatever it happens to be, it can be used as 
the starting-point. Once advance is made, then greater 
interest will be aroused and it will spread to other things. 
One boy’s only interest was windmills. He was allowed 
to have his father’s car two days a week, and he was taken 
to see all the windmills in'his district, and encouraged 
to read about them and write essays on what he had seen. 
His knowledge became quite extraordinary, and gradu- 
ally his interest was directed to ordinary school work. 
From being considered mentally defective, he progressed 
sufficiently to go toa university. In such cases the essential 
thing is to set the mind in motion by any possible means, 
and the finding and encouragement of a special interest 
does this, whereas, if the child is forced to keep on with 
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studies which he detests, his hate of them and conviction 
of incompetence only become greater. 

It is hardly necessary to emphasize the importance of 
allowing a child to exercise to the full any special gift 
such as drawing, music, or dancing, though care must be 
taken that ordinary educational work is not neglected as 
a result. A boy of five was so musical that he spent all his 
time with his violin, except when he was playing very nor- 
mally with trains and bricks. He was of unusually high 
intelligence, but showed little interest in his lessons. He 
had practically taught himself to read at the age of four. 
He worried his parents by making constant demands on 
their attention and being obstinate when not getting his 
own way. He was given a great deal of publicity through 
his playing. When he appeared in public he created a 
furore and it was hard to see why this did not satisfy his 
need for attention. His parents tried to keep him in the 
background, thinking that too much publicity was bad 
for him, but actually his public life only stimulated his 
desire for attention from those (his parents) from whom 
he felt it was due. They were advised to spoil him a little 
More, though in so doing they might seem to be breaking 
all ordinary rules of common sense, and to arrange for 
him to have intensified academic teaching. After a short 
trial of the new plan their difficulties with him dis- 
appeared; he even benefited from a full education. 

Children who are dull in intelligence require special 
educational adjustment, and care must always be taken 
Not to ask too much of them or to allow them to compare 
their achievements with those of ordinary children. Par- 
Ents are apt to think that their dull child will get on better 
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if he is placed with normal children and will deteriorate 
among a dull group. The opposite is the case, and a dull 
child among those more intelligent than himself hardly 
ever does himself justice because of the feelings of in- 
feriority he tends to develop. He is far happier among 
those of his own intellectual level, and makes more prog- 
ress. This is particularly necessary as puberty approaches 
and self-criticism becomes acute. Dull children are often 
painfully aware of their own shortcomings, though it is 
only on rare occasions that they will admit it. As with the 
normally intelligent, it is essential that their strong 
points and successes should be stressed rather than their 
failures, so that they may lose the feeling of incapacity 
and develop a confident attitude, for confidence is the be- 
ginning of success and without it little can be achieved. 
It is often difficult and painful to convince parents that 
a child of a definitely low-grade intelligence is not capable 
of reaching in his work the standard they have set for him, 
and that no amount of teaching or driving will make any 
difference. 

Only on occasion is it advisable to remove a child from 
school. Sometimes he has refused to go and, forcing being 
impossible or undesirable, he has to be excused attend- 
ance while treatment is carried out. Acute nervous symp- 
toms may make attendance too difficult, as in the case of 
an adolescent girl who was constantly in fear of fainting 
in class (her “faints” were, in fact, anxiety panics) or 4 
boy whose obsessional ceremonials compelled the sat 
castic notice of his fellows and masters. In such cases tui- 
tion at home should be given as far as possible, and some 
schools make provision for keeping the child informed 
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as to the progress of the work of his group, so that he may 
keep up with the others by home work, and his return to 
school is made so much the easier. 


Security 


The giving of security is a more difficult matter than 
education, for it depends not only on the setting up of 
conditions in which the child will feel safe, but the re- 
moval of circumstances which make him feel unsafe. 

The causes of insecurity are many, but some are so 
common that they may be used as examples. Probably 
the most serious, and most often met with, is confusion 
about family relationships. Adopted children should 
always be told the full truth about themselves as soon as 
they are capable of understanding. Many foster parents, 
with the best intentions and hoping to spare the child 
unhappiness, attempt to keep the real facts secret, but 
that policy never completely succeeds, and it is much 
kinder to tell the truth as early as possible; in fact there is 
No reason why a child should ever be deceived at all ex- 
cept on the matter of illegitimacy, which cannot be 
understood much before adolescence. Small children do 
Not fully appreciate the situation when it is put to them, 
but take it more as a matter of course and if they grow up 
in full knowledge they adjust to their unusual position 
and are bound to their adoptive parents by a much 
stronger tie than otherwise. This is very hard for the ordi- 
Nary person to believe, but experience proves it to be true. 
Adults also find it hard to realize how adopted children 
can develop uncertainty about their parentage. By a hint 
here or a word there, often when they are supposed to be 
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too young to understand, the seeds of doubt are sown, and 
they fit the pictures together and get somewhere near the 
truth. It is astonishing to the physician, who has the 
task of explaining the real state of affairs to them, how 
often he is met with “I thought so” or “I knew before,” 
even when the parents have been scrupulously careful to 
drop no hints. It is almost as if the truth were divined 
intuitively. When an adopted child over eight becomes 
disturbed in behaviour he should always be told, at once 
and in detail, everything that is known about his own 
family and his new relationships. There is no exception 
to this rule, and the results will fully justify any imagined 
risk. ae 

Insecurity in the early years must be avoided at all 
costs. Changing nurses, farming out children on, rela- 
tives or foster parents, removal to institutions, or sending 
young children to boarding-schools ‘may be necessary 
for practical reasons, but as far as possible some definite 
plan should be made to reduce the number of moves to 
the absolute minimum. Such changes are too often hap- 
hazard. The needs of the particular child should be care- 
fully assessed, and the conditions selected to suit them as 
far as may be. In this way success will be more likely at 
the first attempt, and subsequent changes rendered un- 
necessary. Neurotic children require even more careful 
handling in this respect than ordinary children who, it 
has been truly said, will “stand almost anything.” 

It should be an absolute rule that no attempt should 
ever be made to discipline a child by threats of “sending 
away.” Apart from the fact that it is an extremely diffi- 
cult threat to carry out, the constant fear of it may cause 
such insecurity that bad behaviour is exaggerated. 
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Inconsistent handling must be avoided. Interference 
by relatives and disagreement between parents are fruit- 
ful sources of insecurity, and if a parent is unstable and 
so varies in attitude from time to time, every effort must 
be made to counteract the instability, or at least to elimi- 
Nate its results as far as possible. Often it may be neces- 
sary, when a home is disturbing in this way, to remove the 
child to a boarding-school, and in extreme cases he may 
have to spend his holidays in a summer-school as well. 

The situation created by divorce or separation is al- 
Ways serious because of the breaking up of the home, but 
it is often made unnecessarily so by the emotional disturb- 
ances stirred up by the question of custody, because the 
child is, of course, the centre of these. Often it would be 
best for the child if he were removed entirely from his 
parents because, whichever one he is with, it is unlikely 
that he will escape the influence of the unfortunate at- 
mosphere which is so often created. 


Affection 

It is often difficult to ensure that a child shall have the 
affection he needs from his parents and the opportunity 
of showing his affection to them. In these days of small 
families, and fear that an only child will be “spoiled,” the 
tendency is often to adopt a cold attitude towards him. 
This is a mistake. Every normal parent has in him or her 
the instinct to fondle, protect, and be kind to children, 
and there is no doubt whatever that this instinct is good 
and helpful and constructive, and that the most normal 
and Satisfactory thing is to express it. Of course, there 
are grown-ups who are themselves immature and who 
need more than average outlet for their affection. These 
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people will tend to spoil their children and to monopo- 
lize their emotional lives. Then it is the parents who 
need treatment. 

In advising on the every-day handling of children much 
that has been written should be ignored. It is a good thing 
for parents and children to be affectionate to each other, 
and the free flow of love is much better than a cold and 
calculated aloofness which many adopt under the mis- 
apprehension that it is scientifically correct. The balanc- 
ing of affection between the child and the adults who 
care for him is a fascinating and important element in 
treatment and may involve the physician also. It is un- 
wise to make too close friends with one’s patients. Often 
it may seem that a friendship offers an easy and rapid 
method of gaining control over a child, or sometimes a 
parent, but such a relationship should not be entered into 
lightly, because it may constitute the beginning of a de- 
pendence which in itself may be far from helpful and may ~ 


ultimately lead to a situation in which treatment becomes 
impossible. 


§2. Alteration of Environmental Influences through 
the Parent 

THE NATURE OF THE ENVIRONMENT IN WHICH A CHILD DE- 
velops and lives depends mainly‘on the attitude of his 
parents and obviously, if it seems necessary to change it, 
the alteration must be effected through them. 

The forces which direct parents in bringing up their 
children arise from instinct, example, and experience-All 
normal mature adults have a natural desire to control 
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children and guide their development, so that they will 
eventually grow into as nearly as possible what the adult 
pictures to be the perfect child. This is really instinctive, 
but will depend to some extent also on observation and 
learning. As the adult’s own experience taught him, so 
his ideals will be formed, and they will depend also on 
the kind of training he himself had from his parents. The 
parent’s touch normally becomes more confident as his 
family increases unless his own early experiences have 
been unfortunate. This is one reason why the first child 
may present difficulties in upbringing not shared by his 
brothers and sisters; and the only child suffers from the 
same difficulty to an even greater extent. 

The policy which parents adopt in training their chil- 
dren is therefore built on very deep foundations, many 
of which are neither conscious nor under their control, 
and therefore unlikely to be altered by direct advice, still 
less by admonition. The parent who is immature may 
become dependent on the physician, and so to some ex- 
tent amenable to advice, but this state of affairs is not to 
be encouraged because it will make him still less reliant 
on himself, when what should be aimed at is to make him 
confident and capable of forming his own opinions and 
acting on his own initiative. 

The first essential in dealing with parents is to abstain 
from criticism, expressed or implied, and to maintain as 
unemotional an attitude as possible towards them and the 
Problems they bring for solution. Understanding there 
Must be; sympathy, in the real sense of the word, is hard 
to eliminate; but show of annoyance, blame, or pity must 
be carefully avoided. The physician’s function is to 
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cure, and even though the details of thé illness may be 
such as would be disgusting or repulsive outside the con- 
sulting room, he must be sufficiently objective not to be 
offended. So in dealing with behaviour, bias or moral is- 
sues cannot be allowed to weigh and a dispassionate point 
of view must be strictly maintained. 

Parents welcome a friendly, unemotional, and uncriti- 
cal attitude on the part of the physician, because it creates 
the feeling that both are discussing something apart from 
themselves, and so there is a freedom about the discussion 
which could not develop in the presence of any emotional 
strain such as fear of criticism. An interview under such 
conditions will be long and confidential, but it will form 
a sound basis for further treatment. It must always be re- 
membered that a number of interviews are likely to be 
necessary if the case is at all serious or complicated, and 
even though little is done at the first except to create the 
proper atmosphere, the time is not wasted. 

In commencing treatment of a case which may be of 
long duration, it is often doubtful how much should be 
said at the first interview. Many parents come for advice, 
hoping that the physician will find some simple explana- 
tion, preferably a physical disorder, for all the child's 
symptoms and if too much stress is laid on, say, the im- 
portance of diet or regime or tonsils, then the parent may 
go away fully convinced that the whole cause of the 
trouble has been found and that no effort need be made 
to seek for and eliminate more subtle yet perhaps more 
disturbing factors of an emotional kind. It is painful for 
some parents to admit that there may be disturbances in 
the lives of their children arising from unhappiness OT ~ 
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unsatisfied wishes, and this is especially true when they 
themselves are neurotic or unstable, and it is bad policy 
to give them an excuse to avoid facing the problem 
squarely. At the same time, it is possible to be too vague, 
and the ideal should be to strike the happy medium, giv- 
ing advice about straightforward points of management 
which do not involve any emotional issues and at the same 
time making it quite clear that there are other things in- 
volved, so leaving the way open for further and deeper 
treatment. It is a good plan to follow up a difficult inter- 
view with a letter, couched perhaps in terms suggesting 
that some further points had been thought of afterwards 
or that all the issues had not been made quite clear. This 
is particularly important after the first interview because 
it must always be remembered that the memory, espe- 
cially when any emotional disturbance is at work, can be 
extremely unreliable and, though the whole situation 
may have been explained to a parent with the utmost 
care and clarity, by the same evening the proportion may 
have been lost and the recollection grotesquely distorted. 
And there is always the advantage, if only one parent has 
been interviewed, that the other can be shown the letter. 
Valuable suggestions can often be made more easily in 
this way than by word of mouth. 

It may be that treatment, that is to say, the giving of 
an outline of advice, has perforce to be completed at the 
first interview and then the tactics must be more forceful, 
but still the principle remains that browbeating never 
works and the policy must be to lead, and not to drive. 
First of all, the facts of the case must be obtained and 
evaluated, and then arranged in logical sequence. If the 
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situation is then clear, it can be laid before the parent, 
deductions being supported where possible with factual 
evidence, in simple language and without technical terms. 
If this is properly done, it is seldom that a parent of 
average intelligence will fail to become interested, and 
probably he will ask some further questions. These 
should be answered, if the answers are known, but if not, 
it is better not to guess but to say simply that there is not 
enough evidence upon which to reply. Usually the next 
step is that the parent will make a suggestion as to the 
course to be followed (usually, if the presentation has _ 
been adequate, a correct one) and the first and by far the 
most important step in treatment will have been made. 
In carrying out this plan the physician is like counsel lay- 
ing his case before a jury. He must know his facts and be 
able to present them, supported by concrete evidence, and 
he must also be able to explain the more technical aspects 
of the case, such as deal with intelligence and education 
and the nature of neurosis or even mental disease. 

It is a good plan, if further interviews are not possible, 
to arrange to correspond with the parents at definite in- 
tervals. Though this method is not nearly so satisfactory 
as discussion, much can be done by letter. 

Sometimes it is good to discuss the plan of treatment 
with the parent and the child together. By doing so the 
whole matter is made open and above-board, and often 
such an interview does much to bring the two together. 
The physician becomes, as it were, the confidant of both, 
and the fact that he can look upon the difficulties im- 
partially may go a long way towards forming a basis 
for future treatment. Naturally this plan can only rarely 
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be followed, but if used successfully it can be most valu- 
able. 

When a child is undergoing treatment which calls for 
frequent visits extending over a considerable period, it 
is advisable to see the parent frequently to report progress 
and keep him in touch with the course treatment is tak- 
ing. Sometimes great tact has to be exercised to ensure 
that this does not interfere with the good relationship be- 
tween the child and the physician, but generally the sit- 
uation can be managed quite well; once good relations 
are established, there need be no difficulty. 

If the physician is handling the case alone, then he 
must perforce see the parent as well as the patient. It may 
Not be necessary to see them both each time, but even if 
it is, no serious complications need arise, provided that 
treatment has been undertaken on a straightforward 
basis. When, as may happen, both parents wish to attend 
as well as the child, treatment becomes still more compli- 
cated, but here again with care there need be no great 
difficulty. It is much safer in such cases to be especially 
Careful to avoid intuitive working and to support every 
Statement and direction by observed facts as far as pos- 
sible. If this principle is followed, the presentation of the 
Case is clearer and the treatment becomes concrete and 
Consequently more convincing, and, being factual, the 
tisk of confusion and contradiction is lessened. 

When a parent is neurotic, it often happens that he 
Suggests that he himself is in need of treatment. This 
Situation may be difficult to deal with and must be 
handled by the physician as he thinks best. There is no 
Teason why the parent and the child should not both be 
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treated by the same physician. Even if the parent becomes 
the principal patient, no jealousy need arise provided 
care has been taken to build up a proper unsentimental 
relationship with the child. 

Sometimes the conditions in the home are impossible 
to change, and then it becomes a matter of deciding 
whether attempts should be made to treat the child so 
that he may be able to stand up to the situation as it is, or 
whether to recommend that he be placed in a foster home 
or institution. When, under such circumstances, chil- 
dren are at boarding-school, they may have to be sent to 
holiday homes during vacations. There can be no doubt 
that such drastic measures should not be taken except in 
extreme cases and as a last resort and, if they are adopted, 
the greatest care must be exercised that the child is given 
an adequate parent substitute. This is essential if emo- ` 
tional and personality development is to be normal. 

In treatment involving alteration of environmental in- 
fluences through the parents, it must never be forgotten 
that the most important thing is to let the parent talk and 
to obtrude as little as possible. Long pauses may prolong 
the conversation, but it is far better not to break them. 
The best listener is the most successful psychiatrist. 


§3. Direct Treatment of the Child 


THE SIMPLEST FORM OF DIRECT TREATMENT IS THAT WHICH 
gives the insecure child unemotional, uncritical, under- 
standing association with an adult, especially one not con- 
nected with him by relationship or authority. It is seldom 
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sufficiently recognized that this forms the essential basis 
of most, if not all, forms of direct treatment. Even in 
cases which are seemingly complicated and where deep- 
set emotional factors are present, recovery may take place 
on this basis alone. An adolescent girl, the daughter of a 
barrister, was brought for treatment because of persistent 
stealing over a long period, impulsive threats of running 
away and of suicide, and antagonistic behaviour towards 
a younger sister. She was intelligent and doing reason- 
ably well in school, and her only complaint was that her 
mother, a doctor who worked very hard in welfare centres, 
was out most of every day and the child did not see very 
much of her, even at weekends. In the treatment inter- 
views natural history, nursing, and current events were 
discussed. The stealing was mentioned casually once in 
the second interview, and in the fifth there was some 
vague talk as to how much better it would be if the 
mother were able to pay a little more attention to her 
daughter. After the sixth interview there was no more 
stealing, and after the tenth the trouble with the sister 
had disappeared. The improvement persisted and was 
still maintained many months after. 

A boy of eight refused to go to school. He had no ade- 
quate excuse, but just said that he could not bear to go. 
Besides, he was intolerant of discipline and objected to 
correction. The parents had tried every possible dodge, 
and force, persuasion, and pleadings had alike failed. 
During his interviews he drew, played, and talked about 
anything but his own behaviour. Very little notice was 
taken of him. He tried many ways of enforcing attention, 
such as pulling down the blinds, disarranging things 
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about the room, and climbing over the furniture. Once 
or twice he announced that he “was going to school to- 
morrow,” but no surprise or pleasure greeted this state- 
ment. After two months he went to school on his own 
initiative after a half-term holiday. His aggressive be- 
haviour had disappeared, and he was said to be much 
more mature and pleasant to live with. There was no Te- 
currence of the undesirable behaviour. f 

Parents and teachers will often report a great change 1D 
the behaviour of a child after only one interview, and 
often even when no attempt at treatment has been made- 
In such cases the change may be due to relief of the 
anxiety of the parent who may have come fearing a diag- 
nosis of mental disease or defect, or the fact that a discus- 
sion with an impartial outsider lessens tensions so that the 
whole matter becomes less disturbing. 

“Cure” by suggestion must not be forgotten, and some- 
times the most casual remark, dropped at a receptive mo- 
ment, may produce striking effects. This is, naturally, 
most likely to happen with hysterical patients. Whatever 
form of direct treatment is given, the two factors of hu- 
man contact with the physician and suggestion must al- 
ways be taken into account. 

When adjustments of general health, education, OT 
environmental conditions are being made, it is advisable 
to keep in close touch with the child so that he may have 
an opportunity to talk over any difficulties he may have in 
adapting himself to the new conditions. A change of 
school or transfer to a foster home or an institution will 
create many new situations which may be difficult to 
face, especially for an insecure or unstable child. 


70 


DIRECT TREATMENT OF THE CHILD 


Changes in handling or in the attitude of parents may 
also be disturbing because they leave the patient at a loss 
to know just where he stands. A suddenly increased free- 
dom or more definite discipline or even a show of more 
understanding of what are, to him, important problems 
may make him wonder why it has all happened. The child 
who has been relatively neglected and then, for no ap- 
parent reason, receives more consideration sees his whole 
world changed in perspective, and unless he can talk it 
over with someone who understands he will remain con- 
fused. It must be remembered that children who dis- 
play serious disturbances of mind or of behaviour are, as 
arule, unstable in themselves, and therefore they are up- 
set by things which would not have any effect on a normal 
child. That is why so much care must be expended in 
adjusting them to their environment. 

Though many apparently serious disturbances of per- 
Sonality and behaviour disappear if the general health, 
habit of living, and education are regulated, there are 
Cases where the trouble has gone so deep or is of such long 
Standing that, in addition to those general measures, some 
Special form of treatment is necessary. Sometimes an at- 
tempt must be made to strengthen an ill-developed per- 
Sonality or to correct errors of behaviour due to faulty 
training. Adopted children sooner or later come to the 
point of wanting information about their family history 


and similar questions may arise where there has been 


desertion or divorce in the early years of the child’s life. 
Enlightenment on sex may have to be given if the parent 
Shrinks from doing it. The physician must be prepared 


to face all these tasks, and though the exact method to 
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follow can never be dictated, certain principles should 
be kept in mind. 

When the main cause of disturbances lies in ignorance 
of who the parents are and anxiety about them, legiti- 
macy, or some such essential feature of the child’s back- 
ground, it may be the duty of the physician not only to 
advise that the patient be enlightened as to the actual 
facts, but to communicate them himself to the child. Such 
a course should never be taken without the definite per- 
mission of the adults responsible for him. When any such 
revelation has to be made, it is essential that a good rela- 
tionship should first of all be established; then the sub-. 
ject must be approached in a matter-of-fact way. 

A boy of sixteen had been stealing and indulging in 
some primitive sex talk with girls he met in the village 
near his home. He was an adopted child and he knew it, 
but he did not know that he was illegitimate or who his 
parents were: He had thrown out hints, as, for instance, 
saying he wondered what he would do if he should meet 
his father by accident. He was abusive at times to his 
adoptive parents, and it seemed clear there was some deep 
trouble in his mind. The adoptive father died suddenly 
and this seemed to bring things to a head and his be- 
haviour became worse. With the consent of his adoptive 
mother he was sent to a small, understanding boarding- 
school and, as his interest in work increased, his behaviour 
improved, but when he went on holiday, he lapsed into 
bad habits. Then it seemed that the foundation of his 
difficulties must be attacked and it was decided to tell him 
about his illegitimacy. It was planned that he should 
come to the physician three times a week during his 
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Christmas holidays. In the first two talks his school work, 
which was good, was discussed, and his success stressed, 
and then when he came for the third time, the question 
of his origin was approached, quietly, unemotionally, 
and seriously. When it came to the crucial point he got 
up, saying, “May I have a cigarette?” and taking one from 
a box on the table, he paced the room. After a time, he 
sat down, and said, “I knew that all along.” He was al- 
lowed to surmise and ramble on the subject, and eventu- 
ally, after the interview was extended from one to nearly 
two hours, he went home. He had grown up in that one 
talk. His outlook changed, and with it his attitude to his 
foster mother. He will always be unstable, but he now be- 
haves rationally, and his delinquency is not likely to 
recur, 

When the duty of explaining the mechanisms of sex 
devolves on the physician, again the parents must be 
asked before any instruction is given, because in many 
families every effort. is made to keep knowledge or 
thoughts of sex away from the children, and any ill-con- 
sidered discussion of the subject may arouse serious com- 
plications. 

The urge to procreate is by far the strongest of the in- 
stincts and at puberty, when the power of functioning be- 
comes complete, the tendency towards sexual activity is 
Strong and requires considerable restraint. Normally the 
inhibitions of social custom and teaching are sufficient to 
control it, and if the thoughts and energies are diverted 
into other channels there need be no great difficulties. If, 
however, the matter is exaggerated by curiosity resulting 
from incomplete understanding, it becomes more diffi- 
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cult to keep these impulses in their proper place and 
either some form of sexual activity will occur, or the strain 
of suppressing it will lead to excitability or some other 
form of nervous tension. The same may happen if the 
incompletely organized instinctive forces are stimulated 
before puberty by some sexual experience. In such cases 
the only possible method of treatment is to relieve the 
child’s ignorance by instruction, as complete as he can 
understand. Sometimes this is a long process, because the 
patient may hesitate to talk freely at first. The whole sub- 
ject of sex is rendered difficult by a bashfulness which 
may amount to disgust. Some of this emotion results from 
social conventions but there seems to be an innate reti- 
cence which may be explained as a biological protection 
against premature sexual function. The average child 
wishes to know about the mechanism of procreation as 
he does about that of a motor car or a railway engine, and 
is interested so long as the discussion is objective and not 
what is commonly thought of as “sexual.” It is to the emo- 
tional side that the resistance is felt, and so formal sex 
instruction is to be deprecated. 

The general principle should be to answer a child's 
questions honestly and simply, going as little as possible 
into detail and volunteering no more information than 
is asked for. In the early years the questions will concern 
practical details of the difference between the sexes and 
the origin of babies. The part played by the union of 
the sexes does not enter the child’s mind till near ado- 
lescence, when more complete knowledge is desired and 
should be supplied. It must be remembered that there is 
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a period between about seven years and puberty when 
interest in sex, as sex, is in abeyance unless the child is 
forcibly introduced to it, and then interest of a more ma- 
ture and searching kind comes with a rush. Another im- 
portant fact is that the desire for knowledge and the 
power of understanding depend on the mental rather 
than the actual age of the child, so that instruction in sex 
may well be related to the results of the intelligence tests. 

Children may be disturbed in mind by being given too 
much of any kind of information that they cannot assimi- 
late. This is especially so in the case of sex instruction be- 
cause of the difficulty of avoiding the emotional elements, 
but it can occur in other subjects as well. A very intelli- 
gent boy of six showed acute anxiety and restlessness. He 
lost the power of concentration and became mischievous 
and disturbing to his fellows. His father, an expert engi- 
Neer, constantly took the boy with him, when he visited 
workshops, and explained the construction and working 
of machines to him in great detail. The boy’s mind was a 
mass of confused information which he could not under- 


stand and he said, “I wish daddy wouldn’t talk so much 


about machinery; I can’t understand it all and the bits I 


can’t go round and round in my mind so that I can’t 
think, I can’t sleep at night for it.” 
The sudden awakening of sex, naturally, may necessi- 


tate free discussion of its various aspects. A girl of sixteen 


Was perfectly happy and normal until she left her board- 


ing-school. The father, a wealthy stockbroker of little 
understanding, plunged her into a whirl of social en- 
agements as soon as she returned home. She became rest- 
emotional and was at a loss to un- 
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derstand the change in herself. She said, “I feel I would 
like to make up, smoke, and drink hundreds of cocktails, 
and yet I don’t like any of these things.” The sudden 
change to the stimulating round of dances, parties, and 
other rather sensuous pleasures aroused her emotions and 
they frightened her. She was so worried about herself that 
she was anxious to talk, and a frank discussion cleared her 
mind of its fears so that she was able to settle down to the 
life her father had planned for her. Fortunately he saw the 
foolishness of excess and allowed her to take a more mod- 
erate pace. 

A school girl of fifteen had what was called a “nervous 
breakdown.” She was anxious, tearful, excitable, and ob- 
viously unhappy. It turned out that a male cousin about 
her own age had indulged in some rather crude sex talk 
with her. In this case, too, discussion cleared up the 
trouble. 

Sometimes the patient’s conduct and conversation are 
so irrelevant and irrational that the presence of some 
deep-seated disturbance is obvious and the tendency is 
towards gradual deterioration. General adjustments are 
made and obvious superficial difficulties in the environ- 
ment and in the child’s mind dealt with, but no marked 
improvement follows. It is clear that his conduct and 
thoughts in his unbalanced moods bear no relationship 
to his real character as it appears in his normal moments. 
They arise not from his consciousness, but from disturb- 
ance of the fundamental attitudes derived from early ex- 

_ periences. Irrational fears, uncontrollable in intensity, 
may appear as violent panic after some trivial incident 
or an insane anger on an apparently unimportant occa- 
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sion. Such outbursts are clearly out of proportion to the 
events arousing them, and display forces of great violence 
springing from some fund of energy beyond the ordinary 
thinking and control of the patient. 

Just as many of the ordinary functions of the body such 
as digestion and circulation go on during sleep and wak- 
ing without our being conscious of them, so many of the 
forces governing conduct and thought are automatic and, 
so long as all is normal, we are unaware of them. Indiges- 
tion and palpitation are unpleasant indications that all is 
not well, and so are irrational angers and fears, and if such 
symptoms are to be dispelled, then their cause must be 
discovered and eradicated. The detail of the methods 
used to do this must be adapted to the particular case and 
may even change during the progress of treatment, but 
the principles involved are the same whatever procedure 
is followed. 

If a child’s personality is to develop normally and in a 
balanced way, certain conditions must be provided in 
which he may live, just as truly as certain foods are essen- 
tial for his good nourishment. The physical appetite is a 
guide to the nutritional needs and there is an equivalent 
appetite, in the form of wishes, in the emotional life. 

The child deprived of food becomes ill nourished and 
diseased, and so does the mind deprived of its needs. Ex- 
actly what these are depends to some extent on the in- 
stinctive constitution of the individual and partly also 
on the habit of life which he has learned and to which he 
has become accustomed, and so the essentials vary, but se- 
Curity and affection are prominent in early days. 

The force which demands satisfaction of these wishes 
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may be called aggression—the desire to get what is 
wanted—and, if the wishes are not satisfied, the aggression 
accumulates. If the frustration becomes unbearable then 
either there is an explosion of aggression or anxiety, or 
the whole painful situation is avoided and thought about 
as little as possible. Sometimes it may be almost forgotten, 
but even then it lies only partially dormant in the mind, 
waking up from time to time and giving rise to unreason- 
ing emotional outbursts of one kind or another. Under 
these circumstances the child who says he does not 
know what he is afraid of or why he loses his temper is 
telling the truth, whereas the one who invents some 
more or less plausible excuse probably is not. 

Sometimes the imagination comes into play as a means 
of relief, and day-dreaming results. Every healthy child is 
fond of imagining but, when the mind is tense with un- 
satisfied desires, then fantasy may occupy too prominent 
a place and if no steps are taken to relieve the strain, there 
may follow a complete detachment from reality, ending 
in schizophrenia. Constructive imaginative thought is 
normal and valuable, but the excessive use of the imagi- 
nation as an escape from unpleasant reality is always a 
sign of impending danger. 

Often the aggression and anxiety reach such a pitch 
that the child must be given special opportunity for work- 
ing it off in activities of a violent kind, and treatment 
along these lines can produce a marked change in the 
general behaviour; he becomes quieter, loses his fears, 
and regains self-control. Children must be kept under 
reasonable control in every-day life for reasons of con- 
venience and the comfort of others, and unless the patient 
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is allowed to work off his abnormal aggression, trouble is 
sure to come because, if kept under too long, it will find 
an outlet in other ways, usually in some form of neurotic 
breakdown. This does not mean that the normal child is 
to be encouraged to behave in an uncontrolled way, but 
that where the balance of mental forces has been lost some 
kind of aggressive play, supervised but not too rigidly 
managed by an adult, is often effective in restoring it. 

When the harmful cause at work is some long-standing 
wish that has been denied satisfaction and that the patient 
has tried to forget, it is necessary to bring it back to 
memory and allow of its being squarely dealt with in 
proper perspective. 

The child who nurses a deep feeling of insecurity is 
hostile to the world and afraid of it, and his character is 
bound to be affected. Usually such attitudes of mind are 
too powerful and insistent to be concealed, and they 
drive the child to delinquency as soon as he is old enough 
to be disturbed by them. So the ideal, radical treatment 
Would be to take him back in his memories to these first 
impressions, bring to the surface his childish dreads, and 
deal with them in the light of his present, more mature 
understanding. This is a long process, but is the only 
sure method with adolescents. They can seldom adjust 
satisfactorily unless the basic causes of their unrest are 
Uprooted. With younger children it is often possible to 
carry out a form of re-education. If their life is ordered 
and made secure, and they are given someone in whom 
they can place complete confidence, they will in time 
lose their distrust and anxiety, and realize that the world 
is not such a cold place as they had imagined. Unfortu- 
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nately they often develop an increased hostility towards 
their parents when they begin to appreciate that it is 
they who were responsible in the first place for their feel- 
ing of insecurity. 

In such cases, as always, it is necessary to modify the 
attitudes of the parents towards the child and to correct 
any stresses which may remain within the family, a proc- 
ess possible more often than is generally supposed. If the 
home cannot be adjusted and is clearly a very disturbing 
influence then it may be necessary to remove the patient 
from it. This is a step that should never be taken lightly 
and it is better to keep the child in his own home if it is 
humanly possible. 

Sometimes the physician may become the person from 
whom the child can derive the confidence and gain the 
security he needs without any deep psychiatric treatment. 
This is not, of course, a radical method of cure but it is 
effective in the less serious cases. 

A boy of sixteen repeatedly ran away from school 
though he was successful and apparently moderately 
happy there. He annoyed his fellows by displays.of petty 
jealousy over trifles and a readiness to take offence at 
nothing at all. His outstanding achievements in both 
lessons and games seemed to mean very little to him and 
he passed them off as of no great moment. He was illegiti- 
mate, though he did not know it, but he knew he-was ` 
adopted. At first, in treatment, he discussed his life appar- 
ently freely, and on the surface all seemed well, but one 
night he dreamed that he went to the Oval to see a cricket 
match and the whole place was full. He alone had no seat, 
and the people passed in and out, getting places, though 
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he could not. In recounting the dream he said, “That’s 
just like me, I hadn’t thought of it before. I have no place. 
I don’t belong”—and then after a pause he began to talk 
hurriedly about the feelings of loneliness and “not be- 
longing” that the dream had brought up. The next step 
was to tell him of his real origin. This was done, with the 
consent of his adoptive mother, and after a number of 
interviews to adjust the boy to the new idea his outlook 
became settled and his undesirable behaviour disap- 
peared. He said that he had not been fully aware before 
how much his early insecurity had meant to him, but the 
dream brought it all back. 

Dreams are not, of course, always so clear or easy to 
interpret, and their meaning may be obscure until a great 
deal is known about the mental characteristics and habits 
of the dreamer. Often, especially in young children, 
dreams portray simple fulfilment of imaginary wishes 
Such as appear in conscious day-dreams, but the main 
form of the accompanying emotion may give a clear 
indication of the prevailing feelings. Striving dreams oc- 
cur in anxious children while the child whose aggressive 
tendencies are being too strongly curbed may have 
dreams of fearful and violent conflicts. 

Since the sources of abnormal conduct are not really 
within the realm of consciousness, it is obvious that ordi- 
nary conversation or questioning will be quite poet ccihye 
as a means of bringing them into the open, and some in- 
direct method must be used. In the case of very young 
children, it may be sufficient to watch them play, or draw 
if they are able, and to carry on a simple conversation. 
Their attitude to the physician as an adult should 
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be noted. Often the make-believe will be illuminating 
whether expressed in words, play, or drawings, but care 
must be taken not to over-interpret the details because 
full understanding cannot be attained without a deep 
knowledge of the patient. With older children, say be- 
tween six and twelve, a more adult type of interview can 
be conducted, though here again play or drawing may be 
used either as a means of allowing the child to express 
himself indirectly or merely to divert his attention. Play, 
either free or directed, drawing, plasticine modelling, or 
story-telling are all useful, and dreams have their value, 
especially in treating older children. It is best to allow the 
child to select his own medium of expression and his 
choice will often change as treatment progresses. 

A girl of eight, who had become so shy that she was 
unable to leave her mother’s side, chose plasticine at first 
and copied slavishly any designs that had been left by 
other children. Gradually she began to talk of her wish to 
be like them—in what way she did not know. Then she 
began to draw, first conventional houses and then furni- 
ture. There was never anyone to live in the houses or to 
use the chairs and tables, nobody seemed to exist in her 
world at all. Then she began to draw pictures of pencils 
and realized that she was drawing the things with which 
she could make pictures of houses and, in fact, of any- 
thing, and then she returned with vigour to plasticine 
and made the first animate object, a man, and then it 
transpired that this man could do many things and that 
he represented the active part of herself, which became 
liberated gradually from that time on. 

For drawing many children prefer crayons or brushes 
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to ordinary pencils, which suggest school work and for- 
mality, and they like large sheets of rough paper. Small 
detailed careful drawings, neatly and unimaginatively 
executed in pencil, are often indicative of a stereotyped 
and even obsessional character. A very conventional and 
anxious child, who was afraid of insecurity because her 
mother had never really been kind to her, would draw 
nothing but common objects for a long time. Articles 
about the room were drawn in stiff lines and sometimes 
garishly coloured. There would be a cat and a dog, and 
Occasionally flowers. Her plasticine models were chairs 
and tables and hats. Much of the treatment time was 
given to talks with the mother who gradually came to see 
that she had neglected the child emotionally, because her 
own childhood had been restricted and she had never 
really grown up. She had often been irritable with the 
child, quite unconsciously, and she began to realize this 
and, as she did so, her irritability disappeared. About this 
time the child began to include two children in her draw- 
ings, a girl and a boy. In her imagination the girl was her- 
self, and the boy could do lots of things the girl could not 


do. He was her wish to be free, and when she realized that, 


her plasticine models became animals, sometimes with a 


lively idea of motion. 

An interesting modification of the use of drawing or 
modelling is to show the patient imaginative drawings or 
models made by another child. These will often bring 
forth emphatic comments. The physician can then lead 
the critic on by making appropriate provocative remarks 
about the original artist. A girl of eight, shown a number 
of vivid battle scenes drawn by an unusually aggressive 
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boy, described her disgust for his violence, cruelty, bad 
temper, and general unpleasantness, and in so doing re- 
leased a flood of emotion which was actually based on the 
very same characteristics in herself. 

In free play the patient may choose any material he 
likes and with it create a focus for his imagination. Per- 
haps he may choose a number of animals and proceed to 
run them down with a toy motor car, maybe naming them 
and in so doing indicating against whom his aggressive 
tendencies are directed. A miniature village may house 
all the actors in a drama woven by his imagination, or he 
may make play with a toy pistol, putting his enemies to 
flight. A boy of eleven who constantly ran away gave what 
amounted to dumb charades of his valiant conquests. In 
these he obtained compensation for many deep inferiori- 
ties, the most important of which was that he had no 
known father and, his mother being a worthless woman, 
he had no home. In his imagination he became a mighty 
conqueror. He lived in a foster home under conditions 
which kept him very close to a rather uncompromising 
reality, and he had to run away to escape from its limita- 
tions and allow his day-dreaming more scope. His play 
made this all clear. 

Play may be directed by encouraging the patient to use 
some set arrangement of apparatus, such asa doll’s house 
or a toy stage, with dolls for the inhabitants or actors. 
With such a method, the restraint of the materials may 
sometimes prevent complete freedom of action, but, if 
the child really enters into the game, much valuable work 
can be done. 

Stories, told or written, often disclose the deepest 
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wishes of the teller’s mind and they can be made a valu- 
able aid in treatment by allowing the patient to write 
them at home. They may be even posted to the physician 
and so time is saved if treatment interviews must be in- 
frequent. 

Whatever method is used, its aim is to allow the child 
to express the frustrated desires and dimly realized needs 
which as a result of circumstances have been kept in the 
background, but which continue to demand satisfaction 
and, through the disturbance they create, affect the even 
tenor of thought and conduct. 

In the beginning, as a general rule, drawings or play 
Or stories will be copies, or at least conventional, and it is 
only as treatment progresses that they show what is really 
in the recesses of the mind. When they begin to reveal 
things, the relationship of the physician to the patient 
will have become definite. He will tacitly represent au- 
thority, but without that fear which so often goes with it. 
The patient will be confident, too, that the physician 
“understands” and that he will not be ridiculed or made 
to feel embarrassed. Often it seems as if the relationship 
is that of a child to the ideal parent. It is this feeling of 
authority and understanding that gives the patient confi- 
dence to reveal his innermost thoughts. 

As the revelation goes on, it is sometimes helpful to the 
child to tell him what he is doing, or by a running com- 
mentary to make it clear that he is understood. Interpre- 
tation of this nature must never be pointed or specific, 
because at this stage of treatment the child is generally 
Very suggestible, and in most cases direct statements will 
be accepted with ready agreement. It is better to approach 


85 


THE DOCTOR AND THE DIFFICULT CHILD 


indirectly and vaguely, keeping in mind the fact that. the 
forces to be liberated are of a general kind. A nervous 
girl of eleven could hardly be persuaded to co-operate at 
all. Through two interviews she sat primly on the extreme 
edge of a chair, with coat, hat, and gloves on, replying to 
questions in a minimum of words. At the third visit there 
were some blocks on the table, and she was asked, as a 
favour, to put them in their box. She took off her gloves 
and did so, carefully, working till there was one space left 
and one block to go in it. The commentary by the physi- 
cian was, “It’s nice when everything goes well, Joy, isn’t 
it? All the blocks going back in place, neatly and tidily, 
but there’s one left. I wonder how it feels”—and so on. 
All through this time the child became more and more 
embarrassed, and then suddenly crashed the block into 
the space with great force and launched out into a bitter 
tirade on the idea that she had never fitted in—and the ice 
was broken. The treatment went ahead from then. 

In interpreting, the vague, indirect, and tentative 
method is the most successful, and eliminates the unde- 
sirable danger of suggestion, but, in many cases, it is un- 
necessary to interpret at all. If the child is sure that the 
physician understands, then it is sufficient for the child to 
demonstrate his thoughts, and comment on them by the 
physician is unnecessary, unless the child himself starts 
the discussion. 

When the correct relationship to the child has been 
established, the revelation of these deep emotional forces 
is curative because of the release of tension which re- 
sults. When wishes are suppressed they become invested 
with the idea that they must have been wrong but when 


86 


DIRECT TREATMENT OF THE CHILD 


they are brought into the open, and given the sanction 
of authority, this feeling of guilt disappears and they lose 
their ill effects. Often, too, their effect lies partly in the 
fact that they have assumed an exaggerated importance 
through the child’s immature point of view and limited 
understanding but, if they are displayed to the grown-up 
who understands, or even discussed with him, then all is 
well and they cease to be terrible. 

Sometimes the patient is unwilling to play or to draw 
or even to talk. He may even be quite silent all through 
an hour's interview so that it is impossible to get any rap- 
Port at all. This must, of course, be taken as part of the 
symptoms, and it is fatal for the physician to become an- 
noyed and rebuke the child, or to attempt to force him to 
talk. Such situations are best handled by appearing not 
to notice and even, in extreme cases, by becoming silent 
also. This, in time, will almost always have the effect of 
breaking down the patient’s resistance. 

A girl of seven, very obstinate and self-willed, replied 
to every question or suggestion with the phrase, “I don’t 
know.” All attempts at conversation were abandoned, and 
after about five minutes’ silence she began to talk freely 
of her own accord. Her refusal to speak at first was only 
One means of getting her own way, and when she found it 
did not work, she gave it up. 

A schizophrenic adolescent remained completely silent 
throughout his first visit, lying on a couch with his face 
turned to the wall. Attempts to draw him into conversa- 
tion failed, so at the next interview, after a few opening 
Temarks, no notice was taken and nothing further was 
Said to him. After six quite silent hours he suddenly 
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jumped up, paced around the room, and talked volubly. 
From that time on he co-operated well, and made a good 
recovery. 

Hysterical “dumbness” is difficult to treat, because con- 
versation is impossible and communication must be 
maintained on the patient’s side by writing answers and 
questions. Even here, however, patience will usually be 
rewarded, and sooner or later speech will return. Some- 
times these cases are easier to treat than those where a 
flow of quite irreleyant talk forms a barrier behind which 
the real emotions lie hidden. Often the silence of such 
children can be met by complete passivity on the part of 
the physician, but it may be necessary, especially with 
older children, to adopt other measures. These must be 
adapted to each case, but a few of the more generally used 
may be outlined. 

One method is to describe an imaginary child whose 
thoughts or acts are appropriate. In the case of a nervous 
and sensitive girl of eight, this method proved very suc- 
cessful. The conversation of the physician was on the lines 
of “I know a little girl who used to be very nervous of 
going out to parties. She used to be afraid of what would, 
happen, that she would meet grown-ups or children who 
would be nasty or unkind to her, but she went out to some 
parties and found that everyone was kind to her, and 
gradually she began to feel that it was nice to go about. I 
met her yesterday and she had just been to tea with a 
friend and enjoyed it very much.” The child’s diffidence 
in going to parties very soon vanished, and her other fears, 
such as going to sleep by herself and going to school, 
were overcome in the same way. This is, of course, a rather 
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crude form of suggestion, but if the case is well chosen it 
often works well. 

What has been called the “method of pursuit” consists 
in facing the child with the real object of his conduct, us- 

ing, again, indirect language. 
B.A. girl of nine refused to go to school. She had been 
coaxed, threatened, punished, and dragged there by 
force, but she still steadfastly refused to go. From the his- 
tory it was clear that the refusal was only one means of 
many she was using to get the better of grown-ups. She 
had a very dominant personality, and her aggression had 
been intensified by jealousy of an older brother and sis- 
ter who had just won academic distinctions. The child 
herself was clever, but through a mistaken policy, had 
been kept from school till she was six and then sent toa 
small kindergarten where she learned nothing, and it was 
only shortly before the incidents complained of that she 
had gone to a real school where, though she was intelli- 
gent, she found that her level of attainments was too low 
to give her the satisfaction her very ambitious nature de- 
manded. So she refused to go, and she found that this 
created lots of stir and consequently gained her a great 
deal of pleasant attention, and she did not mind the mild 
punishments at all. Clearly her school adjustment had to 
be rectified, but to do that she must attend. At the first 
Visit she did everything she could to ingratiate herself 
With the physician, but all her advances were met with 
Cold, polite acceptance. This did not please her, so at the 
Next visit she tried to annoy, disturbing things on the 
desk, closing the shutters so that the room was quite dark, 
and so on. This also elicited no response and then the 


89 


THE DOCTOR AND THE DIFFICULT CHILD 


physician began to meet her attempts with “Children do 
like to get their own way, don’t they? They are always 
trying to make grown-ups do what they wish, are they 
not? I wonder why it is that you want your own way SO 
much?” After two more interviews she suddenly said, 
“I'm going back to school tomorrow.” No notice what- 
ever was taken of this remark and, needless to say, she did 
not go, but soon the interviews became quieter, she 
talked sensibly about many things such as jealousies and 
love for power, and when the Easter holiday came, which 
was after about ten interviews, treatment stopped. When 
the school reopened she went back contentedly and her 
educational work was taken in hand and corrected. There 
was no further trouble. 

Older children and adolescents, especially when they 
are intelligent, can often be led on to face their difficulties 
by talking impersonally about the thoughts, fears, or fan- 
cies of the ordinary individual. In so doing the words 
“you” and “I” must be rigorously avoided, just as it is bad 
policy for the physician to suggest that he himself has suf- 
fered symptoms similar to the patient. Superficially it 
might seem a good thing to say, for example in the case of 
childish fears, “Don’t worry, I used to be afraid of these 
things myself,” but it is not advisable to introduce the 
personal note even in this way. To say, “I know lots of 
boysand girls who—” is quite a different thing and is help- 
ful in cases when the child feels he is different from othet 
children. 

The decision as to the best method of treatment in each 
individual case is a matter of experience, and no rules can 
be laid down. Expedience and convenience must often 
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enter into the choice, but whatever method is followed 
the greatest necessity is time. Treatment cannot be suc- 
cessful if it is hurried, and a definite period must be set 
aside for each interview. Patience is essential, and the 
most valuable asset of the physician is the power to wait, 
without impatience, for the case to evolve in its own way. 
Many treatments are spoiled through interference, and it 
must constantly be remembered that even though prog- 
ress may seem to have ceased, such a pause is usually fol- 
lowed by a rapid advance well repaying the time which 


has seemingly been wasted. 
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PART TWO h 


IV 


PROBLEMS OF BEHAVIOUR IN CHILD 
GUIDANCE CASES 


Tur FORM AND THE SEVERITY OF SYMPTOMS IN CHILD 
guidance cases are very varied, and so it is not possible to 
make any workable classification. In this chapter the vari- 
ous “complaints” for which children are brought to the 
psychiatrist or to the clinic are separately dealt with in 
order of frequency. It is impossible to avoid some over- 
lapping, but the arrangement makes for simplicity. 


Si Stealing 


STEALING Is A COMMON FAILING AMONG CHILDREN OF ALL 
ages and classes and the advice of the physician is often 
asked about it. In some cases it happens without other 
Obvious signs of behaviour disorder, but in others it is 
Secondary to some more general disturbance which the 
parents may or may not consider more important. 
Almost every child steals at some time or another. A 
Penny is taken from the table or food from the pantry. Of 
these the pilfering of money is considered more serious, 
and children seem to look upon the taking of food as al- 
Most legitimate, but the attitude towards stealing varies 
With individual standards, customs, and local conditions. 
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In some places it is considered just a game for children to 
steal from stalls in street markets, and the stall-holder is 
in honour bound not to report the matter to the police. 
If he catches the child, he may cuff his ears and recover 
his property, but if the child’s wits enable him to evade 
such summary justice, then he wins and no higher au- 
thority must be invoked. 

Sometimes temptation is put in a child’s way. A 
mother complained that she “could not leave money ly- 
ing about but it would disappear.” She was surprised 
when it was suggested to her that when property of any 
kind, even pennies, was treated casually by a parent, it 
would seem to the child less of a crime to appropriate it 
and quite apart from this incentive, the disappearance of 
things left casually about would be less likely to be no- 
ticed. A teacher left half-a-crown on her desk, thinking 
that the children would thus be placed on trust, and their 
honesty trained and strengthened. The neighbourhood 
was a poor one, and her lack of practical judgement was 
soon proved by the disappearance of the coin. 

The possession of property is an artificial product of 
social conventions and, though the system has obtained 
for countless ages, there is not yet any inherent sense’ of 
the difference between “mine” and “thine.” To possess 
is strength, and is satisfying and comforting whatever the 
possession may be, and respect for the belongings of 
others must be developed, for it is not instinctive. 

The infant has no conception of the right of possession 
and many a row starts when one child seizes the toy of an- 
other and refuses to part with it. This primitive idea of 
“might is right” and “seize what you can hold” is the 
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foundation of most stealing, even in the adult. Other 
complicated causes creep in sometimes, as when the act 
of stealing has as its main object the annoyance or depri- 
vation of the rightful owner or when it has some sinister 
association which renders it peculiarly pleasant, but in 
the majority of cases stealing is a reversion to a primitive, 
childish, direct method of acquiring things—and it results 
from defective social adaptation. 

Of course, some stealing is definitely planned and the 
natural outcome of circumstances. An unhappy child, 
deprived of pleasure and legitimate delights, may take 
money to go to the cinema or to bestow gifts to buy popu- 
larity. A child inadequately fed may steal to appease his 
hunger, and this is particularly common where his lack 
has been sugar—an essential to the growing body. 

Some children steal for excitement, the satisfaction 
being got from escaping and the secret joy of knowing 
they have got the better of somebody, the stolen object 
often having no interest or value to them at all. Occa- 
Sionally young thieves are acting under orders and 
tuition. 

Here we must deal more especially with the thief whose 
Stealing has no apparent motive and who persists in spite 
of kindness, admonition, or punishment. These children 
are very much of a type and, as a rule, the complaint of 
Stealing is coupled with that of lying. They “steal and 
lie.” 

This is the most obvious thing about them. They stub- 
bornly refuse to confess their thefts and invent the most 
unconvincing stories to evade the truth and stick to them 
even in the face of the most obvious proof. When they 
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have once confessed, they may talk more or less freely 
about their delinquency, but this is only after their origi- 
nal defence has been broken down. It is important to re- 
member that when a child of this type denies his crimes 
he is, in one way, telling the truth. He does not commit 
them intentionally but is driven to them by some inner 
impulse which he does not understand and cannot con- 
trol, and when he says he does not know why he does cer- 
tain things he is telling the truth more closely than when 
he gives a specious explanation or excuse. 

In conversation they usually adopt a dull, sullen, 
rather off-hand manner. They display no desire to talk 
about themselves and evade giving direct answers to 
questions. Sometimes they are actively hostile and seem 
to take a delight in misleading or refusing to answer OT 
even in being rude. They do not seem to realize that they 
have done wrong and they often try to create the impres- 
sion that they are really the injured ones, even to the ex- 
tent of blaming trivial or irrelevant circumstances for 
getting them into trouble. The teacher has neglected 
them or the parent has been cruel or they have been cold- 
shouldered or not given proper food and clothes. 

When charged in court or even on remand, they show 
very little anxiety about their position. This is so char- 
acteristic that if a child does show anxiety in such cit- 
cumstances, he probably belongs to the small group of 
neurotic “accidental delinquents.” It is hard for the lay- 
men to realize how little anxiety they generally display, 
or apparently feel, even when their position is serious. 

The history of these children very often discloses that 
the early days were passed in an atmosphere of emotional 
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turmoil due to illegitimacy, divorce, desertion, alcohol- 
ism, or mental disorder, but even if there has been no 
such violent disruption, at least the home atmosphere 
has been constantly charged with tension and discord. 

The child’s world in his early days is largely composed 
of his parents and it is from them that he gets his first 
impressions of people. If they are unreliable, bad-tem- 
pered, and constantly bickering, he thinks that the world 
is like that, and so learns to meet it with hostility and 
aggression. He feels that he is pitted alone against it and 
must get all he can from it by fair means or foul. He is 
Constantly on the defensive, feeling that any trick is ex- 
Cusable if it helps him to get his own way. 

So does the ordinary thief develop. He is not, of course, 
fully aware of the origin of his own impulses, because he 
is not old enough or sufficiently experienced to realize 
that his view of things is unusual. He does not compare 
himself critically with his fellows at first, but later he may 
begin to feel that in some way he has had a particularly 
rough deal, and this only increases his hostility. Often, 
when confidence has been established, older children will 
admit these feelings to the physician. 

A girl of thirteen had been stealing occasionally for 
Some years. The parents, though naturally worried, let it 
Pass, thinking that in time the habit would cease, but 
lately it had become worse. She would arrive home from 
School in the evening with a bulging satchel, and as 
Often as not she had purloined a book, or a garment from 
Some store. She was extremely clever in these thefts and 
had not been discovered, and openly expressed disdain 
for any thief who was caught. Her father, a successful 
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architect, was annoyed with her, but her mother dis- 
played no emotion at all, just saying how glad she would 
be if her daughter could be persuaded to give up her 
evil ways. 

It turned out that the father, though a very efficient and 
cultured man, was entirely wrapped up in his work and 
spent his evenings in his study at home. At weekends he 
either worked or golfed, spending no time with the fam- 
ily. The mother had had a very trying childhood. Her 
mother had been an invalid since she could remember 
and her father, irritated by his wife’s ill health, which he 
believed to be assumed, had spent most of his time out of 
the home, consorting with alcoholic friends. An only 
child, she had been thrown very much on her own Te- 
sources and, especially after her mother’s death, she 
craved affection and domestic security. She married her 
husband on impulse during the first war and very soon 
realized that her life was doomed to be as lonely as ever. 
She had a mild nervous breakdown at the birth of het 
first child, a year after marriage, and this further alien- 
ated the husband who dreaded disease of all kinds. He 
also disliked children, and when the third, the patient, 
was born, became violently hostile to his wife for a time. 
This phase passed but left a deep estrangement which, 
though beneath the surface, caused constant domestic 
tension. 

The girl had an annoying habit of playing constantly 
with a kitten, and she would say that she was fonder of it 
than of any human being. This was a common taunt to 
her parents. Early in treatment she insisted that she pre- 
ferred animals to humans, because you could trust a cat 
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or a dog, but not a man. This she emphasized again 
and again. Her feelings were consciously hostile, but be- 
hind it all there was a great fear—that she would be de- 
serted and helpless and alone. It was possible to bring 
her to the point of realizing that these feelings existed 
mainly in her imagination, and that they represented her 
own opinion about people rather than their true atti- 
tudes towards her. This was the first step in altering her 
behaviour. 

A boy of sixteen, only moderately intelligent, was the 
despair of the staff of a poor-law institution where he 
lived. He could not be allowed out because he would steal 
anything he could lay his hands on. He had been pun- 
ished, treated kindly, given jobs and privileges, without 
success. At the first interview he broke down and sobbed, 
saying that he had never felt he fitted in anywhere and 
that he was absolutely alone. The only comfort he ever 
knew was having things, and as he was placed almost all 
the things he used were common property. Not unnatu- 
rally he had often been threatened with being sent away 
to a reformatory, and this only served to deepen his sense 
of insecurity. 

His cure lay in being made a particular friend by a 
man on the staff and in being admitted to a social club. 
Bit by bit the stringent supervision which had been neces- 
Sary was relaxed and he was given as many private posses- 
sions as possible. Gradually he began to feel that he really 
belonged somewhere and his desire to steal faded. 

The tendency to steal is often accompanied by vivid 
imagination, interest in the lurid, and the reading of 
Sangster stories or “dreadfuls.” In these cases the element 
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of excitement seems to bulk large and may even appear 
to afford an adequate explanation of the behaviour. It is 
easy to be misled by this and to think that the wild stories 
or films have caused the trouble. This is seldom true, and 
the banning of such “pleasures” will not affect the root 
of the difficulty which is the need for outlets for adven- 
turous imagination and ordinary healthy energies. Every 
normal child requires such outlets, but in some the need 
is exaggerated by deprivations. These may be of material 
things such as home comforts or amusements, of emo- 
tional security in parents and friends, or of personal satis- 
faction in achievement and success in work or games. If 
the real world is unhappy or unsatisfying, imagination 
can create a better one, and maybe the daydream will be 
put into practice. An unusual need for excitement points 
to deprivation in some form, and the cure must lie in 
supplying the need, not in trying to suppress desire by 
curtailing the outlets. 

Children who steal are nearly always backward in 
school work, but it is not true to say that delinquents are 
usually below normal in intelligence. Some mental de- 
fectives steal, just as they get into trouble in other ways 
unless they are adequately supervised, but if the intelli- 
gence rating of a large group of delinquents is taken it 
will be found to differ little from that of the average 
child population of similar social and material status. 
The striking fact is that they are not dull but backward. 
This backwardness does not usually depend on diffi- 
culties in learning but more often on an emotional resist- 
ance to acquiring knowledge from adults. They do not 
concentrate on their work, they do not pick up infor- 
mation in class as easily as their fellows. This inability 
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to learn extends to non-academic matters such as games, 
pastimes, and handicrafts. The child will refuse help and 
spurn advice for the sake of doing so, even though he 
realizes quite clearly that he is wrong and the advice is 
good. It is a form of negativism and a part of a generally 
hostile attitude. 

As is to be expected, the thief does not make friends 
easily, but tends to consort with others who have tastes 
similar to his own or with his social and intellectual in- 
feriors. Often it would seem as if he were purposely try- 
ing to discredit his family in so doing. 

In older children, stealing is sometimes linked up with 
curiously primitive sexual interests. A boy of sixteen who 
had committed a serious burglary was found to have a 
complete female wardrobe and make-up material in his 
bedroom. He got great pleasure from dressing up as a 
woman. Another boy of twelve who stole constantly had 
a collection of medical pictures and advertisements of 
surgical appliances. Such behaviour is, of course, not un- 
common in older boys, but the association with theft is 
Worth noting. Sometimes the sexual interests seem to 
have developed first, and it is occasionally found that the 
Stealing is secondary. The child’s mind is disturbed first 
of all by sex problems, and the stealing follows as an out- 
let for the resulting tension. 

Stealing may happen incident 
disturbance of behaviour. Here it is the general condi- 
tion that must be treated and, as the patient begins to 
recover, it is usually one of the earliest symptoms to dis- 
appear. The average child shrinks from theft and as soon 
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patients suffering from the sequelae of encephalitis 
lethargica. For no apparent reason and in the face of 
unavoidable discovery, they will steal again and again. 
Punishment does not deter, and they appear to have no 
realization of the meaning or seriousness of their acts. 

A boy of sixteen, a post-encephalitic, stole bicycles. He 
had one of his own, but he brought home three or four 
every day, putting them in a shed in the garden. His fa- 
ther, a magistrate, was in despair—he had tried every 
possible means of controlling his son without success. 
The prognosis in such cases is not good, but it must be 
remembered that, even with an organic lesion, circum- 
stances may determine the nature and severity of the be- 
haviour with which the patient responds to his environ- 
ment, and treatment must be directed towards his mental 
adjustment as well as the organic disease. 

The treatment of stealing is seldom easy. The founda- 
tions of the trouble are often laid in infancy and, though 
they are overgrown and buried so that they leave no vis- 
ible effect on behaviour, under stress they will outcrop- 

Since backwardness is such a common symptom and 
since it gives rise to so many secondary complications, it 
would seem that to bring the child up to his proper edu- 
cational level would be an essential part of treatment. It 
is not, unfortunately; these children are unusually diff- 
cult to teach because of their resistant attitude to any 
form of instruction. Usually it is better to postpone any 
effort to teach them until treatment has been well started 


—in fact it is often advisable to relax educational pres- 
sure at first. 
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A certain number do respond well to tuition. There 
are cases when the child is stealing because he is dissatis- 
fied with his school work. The type who will be likely to 
benefit from coaching can be recognized by their relative 
friendliness and the absence of that aggressive hostility 
so typical of the main group. 

Parents often ask whether strict discipline and punish- 
ment are advisable when their children steal. No amount 
Of strictness or punishment will “cure” the trouble, 
though many children, particularly in the large cities, are 
allowed to run free far too much and the law has come to 
lose much of its dignity and importance in their eyes. The 
handling of the ordinary child who has got into bad 
habits is a matter of common sense, and it might be a 
good thing if ordinary delinquency in the young were 
treated a little more sternly. Where, however, the foun- 
dations lie deep, discipline by force alone is of little avail 
and other methods must be used. A child may be forced 
through fear to stop the stealing, but his hostility will 
only be aggravated and appear in some other form, usu- 
ally as hatred of the parent who punished. Naturally it is 
essential to differentiate between simple acts of stealing 
accompanied by no other behaviour disturbances or 
changes in the personality, and abnormal stealing which 
is a manifestation of some wider disorder. In the first 
Cases there is probably some minor cause, of a temporary 
Nature, and the trouble will pass if the parent deals with 
it in his usual way. If he cannot do this without force, 
then he should give careful thought to his relationship 


With the child. 
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If a true delinquency exists, then no direct or super- 
ficial method will avail. What has been developing for a 
lifetime cannot be changed in a moment, or a month. 


§2. Lies, Fancies, and Dreams 


A LIE IS A FALSE STATEMENT, PURPOSELY AND KNOWINGLY 
made, with the intention of deceiving. Children often 
tell lies so that punishment or a difficult situation may be 
avoided or in order to create a sensation; in fact these two 
causes form the motive for almost all their lying. There 
are, however, many occasions when they make “false 
statements” unintentionally or unconsciously, and it is of 
great importance to realize this. 

The very young child cannot differentiate between his 
imagination, his dreams, and memories of actual events, 
and he describes them all with an equal feeling of reality. 
He is uncritical because of his lack of discrimination. He 
is quite ready to believe that Santa Claus comes down the 
chimney and to pass on the report, with suitable embel- 
lishments, that he has actually seen him. Often such state- 
ments are due to faulty perceptions and the misinterpre- 
tations that arise from them. The shadow on the wall of 
the bedroom is seen as the figure of a ghost coming 
through the door. One young child alarmed his parents 
by screaming violently in the night. The nurse had hung 
a white overall on the corner of a wardrobe, and the child 
suddenly caught sight of it in the moonlight. To him it 
appeared as a white-clad figure coming towards him, and 
the light had to be lit and the overall brought near be- 
fore his panic subsided. 
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The stories of small children are just mistakes, and 
often are easily recognized as such, but when they be- 
come fantastic it is always well to consider whether they 
may not have a meaning. The little boy who recounts 
tales of the exciting fires and fights he has seen or of his 
own achievements may be in need of more outlet or 
Occupation, or perhaps he is even covering up early feel- 
ings of frustration, jealousy, or incapacity. Children be- 
gin to use their imagination at an earlier age than is 
usually supposed, to cover up their deficiencies, to create 
ideas of their success or prowess, or to give outlet for their 
unsatisfied longings. Sometimes the motive seems only to 
be play and the story is invented merely as a toy, or a kind 
Of joke. It gives the child pleasure to trick or mislead an 
adult, and especially if the adult “rises” and responds 
well. 

In older children lying is of serious importance, but 
studied dishonesty is rare as an isolated symptom; it is 
usually part of a syndrome and should be considered in 
relation to other factors. 

The striking form of pathological lying has been 
termed pseudologia phantastica. Here the lies do not 
seem to serve any useful purpose and bring about no de- 
sired effects. Often they take the form of false accusations 
Of a sexual nature. In these cases there are usually signs of 
general disturbance of behaviour and personality, and 
they often end in mental disorder. 

The child who lies persistently to cover up some mis- 
demeanour is in a bad way. He is making a poor adjust- 
Ment to his environment, and the defensive lie is nearly 
always an indication of fear or a need to evade conse- 
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quences either because they will be too severe or the 
child feels incapable of facing them. It is often said that to 
lie is normal in the face of difficulty, but this is not so, 
and to the understanding person it is always evidence of 
something wrong somewhere. The normal child will not 
lie unless he is asked to face a strain too great for him, and 
if he is repeatedly compelled to do so, the effect is bound, 
sooner or later, to be serious. 

Often there is a curious link between the lie and the 
offence. Under certain circumstances, such as great emo- 
tional strain, a child may be drawn to commit misdeeds 
though he is not conscious just why he does them. The 
stealing that occurs when the home environment is dis- 
turbed is a common example, as in the case of a boy of 
thirteen who stole money in varying sums from home 
even though he was given anything he wished within 
reason and a sufficient supply of pocket-money as well. 
He hid the money he stole and had no idea what he 
wanted to do with it. He lied in a stupid way, even in the 
face of proof, even when he had been clearly told that he 
would not be punished if he confessed. His real difficulty 
was school failure, to which he was made very sensitive by 
his father’s criticism. The child's attitude in such cases 
is peculiar. It is that he has not been responsible (“to 
blame”) for the fault, because in a peculiar way he feels 
that he “could not help it,” and so he sees no reason why 
he ought to own up to it. It is almost as if he feels that he 
himself did not actually commit the crime; it was some- 
how done for him. 

Closely resembling the defensive lie is the lie calcu- 
lated to create a good impression or to gloss over a failure. 
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The child who shows a marked tendency in this direction, 
always allowing for the unreliability of evidence, is in 
need of help, because there is obviously some discrepancy 
between his estimate of what he should be capable of 
doing, or the standard set by himself or his relatives, and 
his actual achievements. A feeling of failure is compelling 
him to bolster himself up by the use of his imagination. 
Sometimes these standards are unconscious, and a vague 
dissatisfaction causes the child to express his fantasies 
with such a realism that they become, to all intents and 
purposes, lies. Dissatisfied with his home, or the status 
of his parents, he will embellish his description of them 
in order to avoid the feeling that others will criticize and 
look down on him. 


Real fantasies are very different from lies. They may 
be conjured up at will, when the imagination is stimu- 
lated to produce them, or they may force themselves into 
the thoughts; during serious mental illness may even 
occupy the entire field of consciousness to the exclusion 
of reality. This is especially true in cases of schizophrenia. 

Fantasies, conjured up deliberately, are common play- 
things. One family of three children had a fantasy story 
which they evolved when pla 
gether. Each had an imaginary name 
acted a part in a drama spontaneously. Here there was 
just a game and quite a healthy and entertaining amuse- 
ment. 

Children will play a 
toys, sometimes acting parts wit 
ness. Normally such acting is imitative, 


ying or out walking to- 
and character and 
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dropper may hear a doll being spoken to with a mimicry 
ofa mother or “Nanny” worthy of a practised actor. Such 
fantasy is normal, a good mental exercise, and an excel- 
lent pastime, but there are other and less healthy forms. 

Excessive fantasy life is always a sign of danger. The 
child who is deprived of real satisfactions or who is 
afraid of reality may be driven to find pleasure in day- 
dreaming or imaginative play as a compensation. To the 
child of a ready imagination such a habit may be very 
pleasant, and it is certainly easily practised, and so the 
tendency is for it to grow and become more and more 
absorbing. 

Fantasies usually represent the fulfilment of needs or 
wishes which have not been satisfied in reality, and so the 
imaginative play, the day-dreaming, the spontaneous 
drawings, and even the dreams of children can often dis- 
close to the observer who knows the child well these al- 
Most unconscious feelings of frustration and disappoint- 
ment from which arise so many of the minor maladjust- 
ments in their lives. As a child develops, emotional needs 
arise in his life just as real and as necessary as those for 
food on the bodily side, and as the feeling of hunger is 
general and undifferentiated and can be allayed by many 
different forms of food, so are the emotional needs felt as 
vague longings, not for anything specific, but for some of 
the many things likely to satisfy the craving. It is these 
vague desires that appear in fantasies and drawings and 
dreams, but unless we know the child intimately, it is not 
safe to attempt to interpret their meaning. 

A girl of fourteen dreamed that she was standing at the 
back of a cinema, and as the people passed in and out she 


110 


LIES, FANCIES, AND DREAMS 


never seemed to be in time to snatch a vacant seat. She 
was illegitimate and rejected by her mother, and had 
been in and out of innumerable foster homes. There was 
no place for her among the crowd and she felt very much 
out of it. She herself gave this interpretation with much 
emotion and it set her talking about many of her inner- 
most thoughts that she had never dared to express before. 

A girl of four drew vividly, and a picture which re- 
curred again and again was of a ladder and a small figure 
climbing up. This was always accompanied by talk of 
success, her position in class, how proud her father was 
of her, and all the things she was going to do. 

Children often get great outlet for their hidden wishes 
in the cinema or at a pantomime, and afterwards they will 
act over again the parts that particularly appealed to 
them. As we have said in connection with stealing, the 
cinema and thrillers suggest wild exploits to children:far 
less often than one would think. The children who are 
“led astray” are well on the road already and the good 
done to many by allowing them to work off their emotions 
in identifying themselves with the heroes and heroines is 
Probably much greater than the harm done to the few 
suggestible and immature who in any case probably 
have not the perseverance and character to do much 
harm. 

The emotions expressed in dreams are even more gen- 
eral than those of fantasy. A dream scene is like a charade. 
One child dreamed that he was a baby again and in a 
room with seven women. He was very unhappy in the 
dream, and on talking it over he connected every one of 
the women with some incident where he had been pre- 


111 


THE DOCTOR AND THE DIFFICULT CHILD 


vented from doing what he wanted. The idea behind 
the drama was female domination—and the dominant 
woman was his mother. He realized its meaning, but he 
could not allow himself to think that he realized and dis- 
liked his mother’s dominance. 

Nightmares are dreams associated with unusually 
strong emotions; night terrors take a number of different 
forms. Nightmares and night terrors are dealt with in 
§17. 

Hallucinations are closely allied to fantasy. Children 
often experience them and their import is not nearly so 
serious as in older persons since in early life they are not 
invariably an indication of mental illness. They usually 
mean that some disturbance is present, but often only 
excessive fantasy, activated by conditions such as anxiety, 
fatigue, or minor physical illness, and favoured by ex- 
ternal conditions such as a half-light. They are often 
really half-waking dreams, and as isolated incidents are 
of no great importance. When they occur in conjunction 
with other symptoms, then the whole situation must be 
investigated. 


§3. Feeding Difficulties 


FEEDING DIFFICULTIES OFTEN DATE FROM BIRTH. THE 
child who has to be weaned in the early weeks is almost 
inevitably the centre of a situation disturbed in one way 
or another. The baby who cannot suck may be backward 
in its subsequent development and the difficulty in that 
case is only the first of a long series of troubles. If, on the 
other hand, the mother cannot suckle the child, she is 
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usually disturbed about it; in fact, it may be some emo- 
tional disturbance which prevents her from doing so. 
Failure to function fully in the maternal role is disap- 
pointing and often turns to resentment against the baby 
who suffers as a result, and if his troubles happen to cen- 
tre round feeding it is likely that feeding difficulties will 
persist. 

The bottle baby can be fed by anybody, and the duty 
is often left to a nurse or to whomever may be handy at 
the time. This makes for the infant’s insecurity and de- 
prives him of a valuable and essential relationship with 
the mother whose function alone it should be to feed him. 

It may seem on first thoughts that a baby a few days or 
weeks or even months old is too young to be upset by 
such things, but the influences that affect small babies are 
vague and general, like change, warmth, consistent han- 
dling, and constant affection, and too many breaks in 
routine or being handled at important moments by too 
many people may have a deep effect on his feeling of se- 
curity in later life. From a physiological as well as from 
a mental point of view, frequent changes of food are 
harmful and it is far better, if artificial feeding must be 
adopted, to substitute with cow’s milk properly and sim- 
ply diluted, with the necessary additions of sugar and cal- 
cium. More complicated foods serve only as an outlet for 
the anxiety of the mother who gets relief from the process 
of their production, and from the fact that so much prepa- 
ration is necessary to produce a food capable of being a 
substitute for that she herself ought to have supplied. 

Weaning is a difficult time for the anxious mother. The 
child is sick or chokes a little like all babies, and immedi- 
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ately there is a fuss which pleases him greatly. The mother 
of a child who learned to drink first out of the spout of a 
toy teapot pictured herself travelling about with a bat- 
tery of larger and larger pots for, she thought, her baby 
would never learn to drink out of anything else. 

Between the age of weaning and the fifth year feeding 
difficulties reach their maximum intensity and take many 
forms, but they always arise out of faulty training and 
can be corrected by quick and firm handling except in 
those cases where physical cause is present. Where seri- 
ous difficulties exist, a careful medical examination 
should always be made. 

Some young children make a habit of eating all manner 
of things, even coal or mud. They do not understand why 
these are not to be put in the mouth or even swallowed. 
If this tendency persists after the fourth year it should 
be looked upon as serious, but otherwise gentle training 
will cure it and even without training most children learn 
very early to eat only things which havea pleasant taste. 

Food may be retained in the mouth even without being 
chewed or any attempt made to swallow it. This is some- 
times the result of late weaning, but more often of over- 
solicitude on the part of those responsible for feeding the 
child. Under no circumstances is fuss more harmful than 
in the feeding of children. The average child, presented 
with simple appetizing food when he is hungry, will eat 
as much as he needs, expeditiously and without making 
any trouble, but there is no surer way of attracting notice 
and creating a sensation than refusing to eat, especially 
if the adults are anxious and concerned about it and coax 
and wheedle so that the food shall be taken. No child 
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starves himself for long; anorexia nervosa is unknown 
in the young. 

Children who are overfed or given faddy diets often 
refuse to eat. This is simply a direct reaction against the 
excess or unusual quality of the food provided. Some- 
times day-dreams absorb the attention to the exclusion 
of the business in hand, and so interest in food is lost. 

A very fruitful source of loss of appetite is disturbance 
in the family at meal-times. Far too often the meal is made 
the scene of quarrels and the occasion for working off 
accumulated reprimands, so that a feeling of strain per- 
vades the meal and drives away appetite. Constant cor- 
rection of bad table manners or the exhortation to sit up 
makes many children so nervous that even though they 
manage to eat through the various courses digestion is 
inhibited. Much chronic indigestion arises from situa- 
tions such as these. Such a state of affairs is studiously 
to be avoided so that meal-times may be happy and free 
from strain. 

Nervous children are often faddy about their food and 
in some cases at least this arises not from any desire on 
their part to make a fuss, but because they actually feel 
a need for certain articles of diet. The wishes of children 
for any particular kind of food should always be given 
consideration because not infrequently there is physio- 
logical basis for these desires. 

The diagnosis of acidosis is applied to a constitutional 
inability to digest fats. Children who have this tendency 
dislike fatty foods such as bacon and sometimes even 
butter and cream. A selective avoidance of these things 
must always be taken seriously and the diet adjusted so 
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that the fat, if any, is given in some form palatable to the 
child. 

Sometimes vomiting is associated with a desire to es- 
cape from difficulty. Should it occur regularly after 
breakfast, then there is every likelihood that there is some 
unpleasant situation in school. The connection is un- 
conscious and is due to the effect of mental strain on the 
sympathetic nervous system, but any such indications of 
stress warrant enquiry into the deeper causes of the dis- 
turbance. 

The general policy to be adopted in all feeding prob- 
lems is first to be sure no physical cause is present, and 
then to adopt anon-emotional attitude, offering sufficient 
food of a proper kind and allowing a certain time for its 
consumption. Perseverance will win before long and no 


young child ever sustained any damage to health through 
refusing to eat. 


§4. “Unmanageable” 


SOMETIMES CHILDREN ARE CALLED “DIFFICULT” AND “UN- 
manageable” or are said to be “beyond control.” They 
are hard to discipline, defiant, aggressive, and demand- 
ing of attention and do not seem to respond, like the ordi- 
nary child, to ordinary management. The crux of the 
situation is usually that a state of misunderstanding has 
developed between the child and the adult; they are ex- 
asperated with each other and really both are afraid, and a 
rule by force begins. The parents usually try all man- 
ner of treatment, eventually being forced to use harsh or 
at least firm methods, and the child responds to them all 
with violence of one kind or another. 
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A distracted mother brought a boy of five, saying that 
she could get no peace at all. Occasionally he would settle 
down quietly with his Nanny for an afternoon, and allow 
the mother to go out, but usually he clung to her and re- 
fused to let her leave him. The mother, a rather nervous 
and irritable woman, became impatient and often threat- 
ened the child that she would have him sent away to a 
home. This made things worse. The history of the boy 
threw light on his attitudes. The father, to whom he was 
much attached, had left the home after a stormy scene 
some two years before. The child believed that the 
mother was in some way responsible for the father’s go- 
ing and at the same time feared that she would one day 
go also. There seemed to him no reason why she should 
stay, and he feared she might leave him and live with the 
father again. The child’s unmanageable panics were the 
outcome of fear that he would be left alone in the world. 
He was able to express these ideas. during treatment. 
When the mother realized that what the child lacked and 
needed was security, she altered her attitude and slowly 
the fears passed and the difficult behaviour ceased. 

The majority of unmanageable children are afraid, 
and treatment consists in discovering the cause of the 
fear and removing it. Fear of the unknown is common, 
especially if it is connected with the patient’s parentage 
or family relationships. Many children become unman- 
ageable because they have doubts as to their real origin 
and, as has been said in connection with the giving of 
security (Chapter II, §1), adopted children should never 
be kept in ignorance of their birth. 

Older children often become unmanageable appar- 
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ently as a protest against some attitude on the part of the 
parent, but this is not the whole cause; some deeper fac- 
tor can always be found by the careful observer. 

A wealthy but uncultured mother complained that 
her daughter, aged fourteen, did everything possible to 
bring the family name into disgrace. She stole, went 
about dirty and untidy, swore, and was as unladylike as 
she could possibly be. This last complaint was the most 
bitter blow of all to the mother who had tried to bring 
the girl up as a perfect lady, so much so that she had gone 
to extremes in not allowing her to romp with her 
brothers, climb trees, play cricket, fish in the stream in 
the garden, or do any of the things a rather tomboy type 
of girl wants to do. The child did not seem to be aware 
that her conduct was most cunningly suited to hurt her 
mother’s pride; but expressed some rather unformed 
misery of mind that seemed to be associated with her bad 
behaviour. She appeared to take no conscious pleasure in 
annoying her mother, and she was not unduly upset by 
the punishment she had received, though she had even 
been severely beaten. The girl seemed at a loss to under- 
stand herself, and it was decided to talk the whole thing 
over in detail. Soon it was clear that she was deeply dis- 
turbed by the relationship between her mother and 
father. 

The mother owned and managed a hotel, and the 
father, who was illiterate, had a menial job in the kitchen. 
They had a large family whom the wife had to support. 
Sometimes she openly taunted him with his position and 
though she was very fond of him, she constantly showed 
in her manner that she despised him from the business 
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point of view. The girl was fond of her father and sorry 
for him, and they were great friends. This was the real 
cause of her antagonism to her mother. As she talked, one 
began to see the situation in its true perspective, and she 
became more able to appreciate her mother’s frustration 
and exasperation. The relationship between child and 
mother gradually improved, but it is doubtful whether 
they will ever be good friends. 

This case is another example that the superficial ex- 
planation that conduct is calculated to annoy is usually 
only half the truth. The other half will be contained in 
the answer to the question, “Why is it necessary for the 
child to annoy at all?” And the latter is often the more 
important, because it lies deeper in the personality. The 
need to annoy is not a normal thing; it springs from 
warring forces in the relationship between the two per- 
sons concerned. 

Sometimes aggravating behaviour arises from another 
cause. An insecure child, afraid of being sent away from 
home, may behave badly in order to test his security. Each 
time he misbehaves and is not sent away, he feels a little 
safer for the time being. This process is usually quite 
deliberate, and the child will talk of it to anyone who has 
his confidence. A boy of eight said, “Every day I am very 
bad, and I’m not sent away afterwards, I feel better for a 
bit, but then I get afraid again, and I’ve to be bad another 
time so as to be sure.” 

Sometimes aggravating behaviour is designed to bring 
punishment, and if the same kind of behaviour is re- 
peatedly followed by the same punishment and the cycle 
renews itself again and again, then a need for punish- 
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ment probably is the cause. This happens when a child 
feels guilty over something which he cannot talk about, 
either because he is too ashamed or because he does not 
know how to put it into words. Punishment lessens the 
feeling of guilt for a time and makes the mind easier, but 
the need returns and so the same means is used to obtain 
the punishment again. 

Finally it may be said that when any ordinary child is 
unmanageable, the reason is usually faulty relationship 
between the child and the adult concerned. The cause 
lies partly in the affairs of the moment and partly in past 
events which have so ordered the child’s mind that he re- 
sponds to the present with hostility, aggression, negativ- 
ism, and apparent spite. Perhaps the adult, for example 
a teacher, is the innocent victim of a hate implanted in 
the child by a harsh father, but in such a case, if he can 
bear the trouble for a while, the phase passes and the child 
realizes that he is a friend. If, however, the master meets 
insubordination with force, the chances are that the posi- 
tion will become acute. 

Even young babies are often said to be unmanageable, 
particularly by nervous mothers. They have temper-tan- 
trums, feeding difficulties, screaming attacks, and are 
spiteful, destructive, and aggressive. Temper-tantrums 
generally show either that the child is out of sorts or that 
there is some obstruction to the even flow of his life. A 
few tantrums, alone, are of no importance—in fact, they 
may be looked upon as normal happenings in the lives 
of most children. If they occur in conjunction with other 
kinds of disturbance, then some general cause is active 
and must be sought. Even in the simple case it is well to 
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scrutinize the child’s life just to make sure that he is not 
being deprived of ordinary opportunities for exercising 
his mind and his body. Aggressiveness, violence, and 
screaming attacks are, like temper-tantrums, usually 
means of self-assertion. Every child wishes to assert him- 
self, but when he becomes abnormally assertive it be- 
hoves us to see why he has such a great need. His depri- 
vation may be real or imagined but, whichever it is, it 
must be dealt with. Jealousy is just the same; it may exist 
only in his imagination, but even so it may cause the most 
violent behaviour. 

A young mother, just home from abroad, asked advice 
about her three-year-old boy, complaining that he would 
not leave her and that he cried uncontrolledly if she had 
to go away from him. She suggested that maybe it was 
due to their living in strange places, the ship, and the new 
house at home. The role of insecurity was discussed and 
for a time things went better but after three months at 
home she returned saying that the boy was now violent, 
excitable, and cruel, that he became what she called 
frenzied at times and seemed almost crazy. The cause was 
clear. She and her husband and the child had spent the 
furlough on a round of visits. The parents had met 
friends wherever they went and gone out a great deal, and 
the child, though he had an excellent Nanny, felt that he 
was comparatively neglected. He was jealous, although 
there was really nothing or nobody to be jealous of. It 
was, like many of the most powerful mental influences, 
just a feeling elaborated in his mind and founded on his 
own view of the situation. 

It must always be remembered that some unmanage- 
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§5. Backwardness 


ver than his real or chronologi- 
hen his attainment in the basic 


A girl of sixteen was brought for vocational advice. She 
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wished to do veterinary work but was doubtful about her 
chances of passing the necessary examinations because 
she had been in at least five schools and had several gov- 
ernesses and yet she could not get on. She was sensitive 
about her school failure, and had many plausible excuses 
for it; she was unhappy because she felt ineffective and 
incompetent. She had an unusually good power of verbal 
expression and yet was nervous and timid; she gave the 
impression of being intelligent and yet held back by ex- 
treme shyness. She had been moved from school to school 
in the hope that somehow she would eventually lose her 
timidity and begin to learn. She had been treated by an 
analyst for two years. Tests showed that her mental age 
was about ten, though this was actually higher than it 
should have been because of her clever use of words. 
Much of her conversation was purely imitation and some 
was even meaningless to herself. Had the real state of 
affairs been recognized when she was seven or eight, she 
could have been specially educated and shielded from 
that comparison with others which had made her so 
nervous. She could have tackled some simple routine job 
under supervision, but now she is so timid that she can- 
not be parted from her mother and has no initiative 
whatever. Her attitude to life is so fixed that it is doubt- 
ful whether much can be done to help her, especially 
when there is such poor material to work on. 

Backwardness may arise from faulty or interrupted 
education, from special educational disabilities, or from 
emotional disturbance which interferes with concentra- 
tion, understanding, or remembering. 

In the ordinary case the cause will often be self-evident. 
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The child may have lived too far away from a school to be 
able to attend. Illness may have caused him to be absent 
a great deal, or he may have been kept away in the belief 
that his brain was too active and should be rested. 
Thoughtless management such as keeping a pupil back 
as a punishment is still not unheard of, and too rapid 
promotion so that systematic progress is broken is com- 
mon. Many children fall behind because they are recog- 
nized as clever and are allowed to jump a form. Through, 
this too quick promotion they miss a certain section of 
grounding and their later work is impaired. They are not 
given the opportunity of filling in the blanks. 

The natural use of more than one language often re- 
tards learning, because thinking becomes confused, and 
facts assimilated in one language are not translated into 
thinking in another. 

A boy of seven, who had spent his first four years in 
China, had difficulty in expressing his ideas in English. 
He had forgotten his Chinese, and as many of his childish 
fancies and thoughts had come to him in that language, 
they had faded from his mind. His English was excellent 
from a practical and conversational point of view, but as 
a medium for thought was far from satisfactory. Though 
intelligent enough he could not keep pace with his fel- 
lows in school. 

Sometimes we are told that backwardness is simply 
lack of effort, of concentration, or of ambition. There 
certainly are children who seem to be without energy or 
the desire to get on, but they are usually the dull ones, 
and if a really clever child falls behind, there is probably 
a good reason. No normal child likes to fail and the 
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greatest indifference usually hides the deepest despair. 
Special educational difficulties are much more common 
than is generally supposed, the most frequent being 
errors of vision or of hearing and crossed laterality. 

Minor errors of refraction, long-sightedness, or astig- 
matism may long pass unnoticed and the child, not re- 
alizing that he has any greater difficulty in seeing than 
anybody else, becomes discouraged and ceases to try, 
making the best use he can of his wits in guessing the 
answers in school and finding satisfaction outside. Often a 
child can pass all the ordinary vision tests and will insist 
that he sees quite well, when he has slight astigmatism 
which shows its effects only when he is tired. Colour 
blindness is not usually a serious handicap, but it may be- 
come so if much coloured material is handled, Here 
again the child is seldom aware of his own failing. 

Often more can be learned by watching a child play 
and observing how he manipulates his toys than by the 
use of test material. 

Partial deafness is an elusive condition in that it may 
be present only on certain occasions. Children may hear 
quite well in the playground or when they are not aware 
that they are being observed and yet, under the influence 
of excitement, or fear, or intense concentration, they be- 
come apparently deaf. This is not malingering or pre- 
tence—it is very real; the mental strain makes the dif- 
ference. 

Organic conditions, like tone deafness or partial deaf- 
ness (see page 21), must not be confused with “mental” 
deafness. A mother will complain that her child never 
hears what she says until she repeats it three or four times. 
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Usually this means that she is in the habit of constantly 
issuing unimportant orders. The child has learned not to 
listen but to carry on with his own affairs except when a 
command is insistently repeated; then he knows it is im- 
portant, and he “hears” it. The whole proceeding is un- 
conscious, but it is a common and effective method of 
dealing with the parent’s constant directions. 

Crossed laterality (see page 22) is usually first noticed 
when the child begins to write and make figures. He may 
start at the right-hand side of the page and work to the 
left. Often letters are formed backwards or even in rare 
cases upside down. Later when he writes more fluently he 
may transpose letters in words or words in the sentence, 
or leave words out altogether. Dictation is poorly done, 
and the child has difficulty in seeing and correcting his 


errors. Reading is inaccurate, and though the meaning 
may be gleaned, detail is lost. A 


story can be skimmed 
through quickly, 


but it is a labour to study a page of 
history in detail. It used to be thought that crossed lat- 
erals were always stupid, if not mentally defective, but 
this is by no means true, and many are highly intelli- 
gent. This makes the condition all the more puzzling, 
because it seems incongruous when a child of ten who is 


obviously intelligent cannot spell simple words, or cor- 


rect his own errors or even detect them. 

About the age of eleven or twelve, the difficulty usu- 
ally clears up, but by that time the child has fallen be- 
hind his fellows in school and is poor in his ground work 
because of his previous inability to learn quickly when 
the fundamental rules were being taught. Often he has 
decided that, for some reason he cannot understand, he 
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is a failure and has so arranged his life that he gets his 
satisfaction outside the academic sphere. 

Twin boys of eleven constantly earned most unsatis- 
factory school reports. In nature study, general observa- 
tion, mental arithmetic, or science they were excellent, 
but all their written and book work was very poor. They 
were said to lack ambition and concentration and were 
called lazy and indolent. They did not mix well with 
the other boys and kept very much to themselves, going 
for long walks together and often sitting in their bed- 
room for hours, talking. One was left-handed and right- 
eyed and the other right-handed and left-eyed. They had 
struggled along for a while, trying to read, but had even- 
tually come to the conclusion that they were stupid and 
given it up as a bad job. Recently they had become rest- 
less and unhappy, as it had dawned upon them that they 
were really failures. It took a long time to bring them to 
the point of realizing that their failure was not final and 
that they now could learn. Once they gained a little con- 
fidence in achievement they went ahead and took their 
proper place in the school. They were particularly diffi- 
cult to treat because they could escape with each other, 
so evasion for them was easier than it would have been 
for one child alone. 

Special methods must be used if the crossed lateral is 
to be taught to read and write before the age at which 
the trouble naturally clears up. Probably the best plan is 
to use visual, motor, and auditory methods simultane- 
ously, such as tracing out an embossed letter with the 
finger, pronouncing its name, and carefully looking at it 
at the same time. Above all, no method should be em- 
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ployed which has been tried before and failed, because 
it will be associated with defeat and frustration. 

Attempts have been made by various tricks to train 
and encourage the use of the eye on the same side as the 
dominant hand or, conversely, of the hand on the side 
of the dominant eye, but it is dangerous to do so because 
of the probability that stammering may occur. 

Stammering is undoubtedly in some cases due to the 
development of the speech centre on the opposite side to 
the centre for the dominant eye or hand, and modifica- 

` tions in the natural use of these may affect speech. 

It is not known whether the eye which is early domi- 
nant always remains so through life, and cases occur in 
which it seems to have changed. Sometimes the domi- 
nance of hand seems also spontaneously to have become 
reversed. 

Emotional factors of many kinds can cause backward- 
ness. Fear may prevent a child from attending school 
regularly, either directly or by causing emotional vomit- 


ing, headaches, fainting attacks, 


or even minor fits. In 
school fear 


may disturb concentration so that learning 
becomes difficult. Dislike of certain teachers, of school 


fellows, of the buildings, or of certain subjects can all 


be at times responsible. In some cases an inordinate am- 
bition either personal or imposed by parents makes it 
impossible for the child to face even imagined criticism 


or comparison with others, and so he evades work. 


Sometimes there is a real or imagined fear of punish- 


ment which inhibits effort. The form, and effects, of 
such emotional factors will vary, naturally, with the per- 
sonality and circumstances of the particular child, and 
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especially with the attitude of his parents and his rela- 
tionship to them. 

Backwardness in educational subjects may have far- 
reaching effects. It may make a child unhappy through- 
out his school life, give him an undeservedly bad reputa- 
tion, and drive him, eventually, from lack of general 
education, to enter some career which will not be intel- 
lectually satisfying. 

Few children, if they be at all intelligent, can suffer 
failure. They respond to it in many ways, depending on 
individual character and training. The commonest re- 
sult is abandonment of effort. The more ambitious the 
child, the more likely he is to assume an air of noncha- 
lance and to avoid any appearance of trying. If he tries 
and is beaten, then he fails, but if he does not try, then 
who knows but that he could have succeeded if he had 
tried. The teacher who writes, “He could do better if he 
tried,” unconsciously fosters the idea. This assumed care- 
lessness is often aggravated by the over-ambitious parent 
who tries by encouragement, compulsion, or violence to 
make the child try. Commonly the parent is the example 
the child is trying to emulate and if he becomes critical, 
then the whole trouble is accentuated. 

Most children when they reach the age of ten are fully 
conscious of their own position in school. They seem to 
be capable of arriving at a very accurate estimate of their 
powers and attainments and, whatever their outward 
pose may be, of feeling acutely any failure in achieve- 
ment. Up to a certain age the child accepts the world’s 
estimation of his work without comment, but there 
comes a time when the real state of affairs dawns upon 
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him and he not only realizes clearly but feels acutely 
any backwardness. And he nearly always searches around 
for a reason. If he finds none and sees no way out of the 
difficulty, then he gives it up as a bad job, ceases to try, 
and devises some other Way of getting satisfaction out of 
life. The method he chooses will depend on many things 
—training, temperament, Opportunities, and the fashion 
of the moment—but once the course has been set, it may 
be hard to work back to the cause. The child adopts as it 


were an artificial life as an altern 


ative to unpleasant 
reality, 


and soon it becomes so much himself that the real 
self is buried and forgotten and very hard to unearth, 
though it usually has to be brought back to light if the 
normal balance is to be restored. 

Backwardness may be a warning of trouble as well 
as the result of it. A sudden falling behind in school 
work, without obvious cause, is always an indication that 
all is not well; especially is this the case with adolescents 
who, if they are emotionally disturbed, usually fall be- 
hind first in mathematics. There would seem to be a 
close connection between instability and success in sub- 
jects requiring abstract thought. 

A boy who had been alm 


ost a genius at algebra sud- 
denly fell from an 


average of go per cent to a rating of 10 
or 20. At the same time he became shy, diffident, and 
solitary, It was found that he was terribly worried by fears 
of death and of disease, with morbid fe 


elings of guilt. 
When these abnormal thoughts were disp 


ersed he scored 
100 per cent in the next examination. This is an extreme 
case, but it is a pity that more care is not expended on in- 


vestigating such failures since they are often the first signs 
of mental disturbance, 
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Backwardness is sometimes produced on purpose be- 
cause it is thought that the very bright child should be 
kept back educationally. This is a mistaken policy and 
usually produces nervous instability, often of a serious 
kind.* 

There is no doubt that the best prescription for 
ensuring mental balance is “work to capacity,” and 
backwardness can be satisfactorily treated only by dis- 
covering and removing its cause. If there are physical 
disabilities of vision, hearing, or laterality, then special 
educational methods must be devised to circumvent 
them. 

In those cases dependent on interrupted schooling or 
educational mismanagement, it cannot be urged too 
strongly that ordinary cramming or coaching is almost 
bound to fail. Careful teaching, by someone expert in 
dealing with such cases, perseverance in finding just the 
most suitable method, and constant encouragement are 
all essential. Parents should never, under any circum- 
stances, attempt to coach their children. 

When emotional blocking is responsible, it is useless 
to attempt to teach the child until it has been removed; 
otherwise, the difficulty will be magnified. Here often 
release of educational pressure is necessary and even per- 
haps a term away from school. 

If a child is nervous because he has been kept back, 
then immediate admission to school is indicated. 

Whatever the problem, it is essential to remember 
that to set a backward child on the move again educa- 
tionally is not in itself enough. The blanks in his knowl- 
edge must be filled in also, and this point is too often 


* See the discussion of work and education, Chapter III, §1. 
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forgotten. Many children struggle on, trying their best 
and failing because many terms before they had failed 
to grasp some elementary principle. 

A boy who was reported to be failing in algebra wag 
discovered to be ignorant of much in his multiplication 
tables and he could not bear to admit where his difficulty 
lay. 

Educational backwardness is most important both as a 
cause and as an indication of disturbances of behaviour 
and of personality. The progress of all children in school 
should be constantly and carefully controlled, and if 
failure creeps in its cause should at once be sought. 

In every case of difficulty in behaviour or personality, 
whatever the symptoms or complaints and no matter how 
apparently obvious the cause, the patient’s intelligence 
and educational attainment should be assessed, not only 
because educational balance is such an important part of 
treatment but because two-thirds at least of children suf- 
fering from disturbances of behaviour and personality 


are backward in school, and in at least half of these 
cases the fact has not been recognized.* 


§6. Nervousness 


Nervousness IS NOTA SCIENTIFIC TERM AND THE WORD HAS 


no exact meaning, but children who are said to be nerv- 
ous generally present certain features in common. There 
is usually some physical weakness. The child is thin and 
looks ill-nourished, The colour, posture, and stance are 


* Methods of testing mental age and educational Standing were dis- 


cussed in connection with the examination of the child, Chapter II, §1- 
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bad. There are often fine tremors of the hands, and mus- 
cular co-ordination is weak, making for poor handwrit- 
ing and failure in games. Squints, tics, and other invol- 
untary movements commonly occur. 

The usual symptoms complained of are over-anxiety, 
sleeplessness—nightmares and night terrors—enuresis, 
over-activity, and nervous habits of various kinds. These 
need not all be present, of course, in every case. 

These children are always over-dependent on one or 
both parents, and often cannot or will not attend school, 
giving some plausible reason for not doing so. The whole 
picture is of a child unable to break away and live a life 
of his own and at the same time using his symptoms 
often clearly to “manage” his environment and the peo- 
ple around him. In no group of cases is it more difficult 
to decide just how real the symptoms are and how much 
or how consciously they are being used and main- 
tained to gain an end, usually constant waiting-on and 
consideration and the avoidance of effort. 

The parents of nervous children are often nervous 
too, and it is hard to say whether the trouble is really 
hereditary or has been transmitted to the child in his 
earliest days. The nervous adult tends to be over-solicit- 
ous about children. From the moment of birth, and 
even before, there is a concentration of anxiety on the 
baby. The mother is often unable to feed him, and all 
manner of complicated or substitute foods are tried, the 
concoction of which give outlet for her anxiety. The 
baby’s slightest illness means his becoming a total invalid 
for an unnecessarily long time, and he is generally fussed 


over. 
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There are many consultations and often disagree- 
ments between the parents on the subject of his physical, 
mental, and spiritual welfare. So the child grows up, in 
so far as he does grow up, the centre of interest and at- 
tention. Everything is done for him, and he comes to 
like being waited on. He does not learn independence 
and if he must be dependent and without initiative he 
may as well make the most of it and get all he can out of 
his restricted life; in fact he must do so to get any pleas- 
ure out of life at all, otherwise it would be too dull. And 
the parents do not discourage this attitude because it 
gives them just the excuse they want for fussing. 

A boy of ten could not go to school because he got 
“funny feelings” whenever he passed the garden gate of 
his home. For some time he had gone out with one or 
the other parent, or preferably both, but even this had 


ceased for some time. In the house and his own garden 
he could move about freely, playing and romping 
happily except that sometimes he would run into the 
house to complain that a “feeling” was coming on. At 
these times he would shake and tremble, become pale 
and tense, and look very anxious. His breathing became 
fast, the pupils dilated, and the reflexes exaggerated. At 
these times he liked to hold his mother’s hand and be 
calmed, and in five or ten minutes it was all over. 

These attacks had originally been anxiety panics de- 
pendent on fear resulting from the conditions in a school 
to which he had been transferred. Previously he had at- 
tended a small dame-school accompanied by his mother 
who hada voluntary job there and the fussing he got from 
the teachers was enough to carry him through the short 
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time he spent there each day. The father, realizing that 
the boy was too dependent, insisted on his being trans- 
ferred to a larger and more normal school where the 
children remained for lunch and spent the afternoon in 
rest, games, or handicrafts. This was too great a break 
for the patient, and his fear of separation from the mother, 
added to his inability to lead a spontaneous life of his own 
because he had never been encouraged or taught to think 
for himself, resulted in anxiety panics. These became 
more acute and at the same time the normal fears—of the 
dark, of strange people, and of new experiences—became 
exaggerated. So he went from bad to worse until he was 
unable to leave his parents even for a moment. They in 
turn also became more anxious and, unfortunately, the 
family doctor made a tentative diagnosis of minor epi- 
lepsy. As is usual in such cases, the patient was an only 
child. 

After six months of constant parental solicitude the 
anxiety attacks practically ceased, but the fears increased. 
He could not go upstairs by himself, and when he went 
to bed one parent had to sit by him until he fell asleep. 
If he wakened in the night someone had to go to him 
and remain until he was asleep again. He could play in 
the house or garden as before, and sometimes go to the 
house of a friend, but no further. He could not walk in 
the streets even with both parents and any journey had 
to be made in a private car. 

One had not to talk very long with this boy to realize 
that he felt acutely his inability to live as other children. 
A habit of life he had developed for himself was good 
enough when he was very young and the solicitude of 
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his parents and teachers had been pleasant to him then, 
but he was now aware that he had never learned to behave 
like his fellows, to compete and fight, to rag and be 
tagged. He did not know how to do these things, and he 
feared to try. He had never been up against criticism of 
any kind or competition and he dreaded them both. 

Force in such circumstances would have been useless. 
Had he been made to go to school and plunged into life 
among the other boys, he would have broken down be- 
cause he did not know how to live as they live. Treat- 
ment consisted in re-education, partly by gradually in- 
creasing his contact with other children in play and 
partly by discussing his attitudes with him. It was clear 
that his mother’s devotion was to him something which 
made up for his lack of other interests, but when he be- 
gan to discover that he could really develop these inter- 
ests and hold his own successfully with his fellows and 
at the same time retain a normal affection for his mother, 
the emphasis of his life changed and his fears gradually 
diminished. He became a relatively normal boy. 

Part of the treatment in this case consisted in showing 
the parents how they were unintentionally prolonging 
the trouble. They had been able to think of two atti- 
tudes only: either giving in completely or forcing the 
boy to go to school, telling him that all his symptoms 
were 1maginary and he could get over them if he really 
tried. They had alternateg between fearing that he was 
epileptic, which meant to them being a life-long invalid, 
and becoming inwardly exasperated, feeling that he was 
simply playing them up. There had lately been frequent 
disagreement between them and the boy rather liked 
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this—it gave him a feeling of power when he caused a 
family squabble. 

The withdrawal of the diagnosis of epilepsy, the re- 
alization that the boy would probably recover, and the 
understanding of the causes of his trouble relieved their 
minds of anxiety and allowed them to take a more de- 
tached view and to be less affected by his symptoms. 
Gradually they became more confident and placid and 
this, as always happens, was soon communicated to him. 

This child was essentially normal and so his nervous- 
ness could be overcome, but there are cases where there 
would seem to be an inherited tendency, and then it be- 
comes a matter for careful prognosis as to how far the 
symptoms can be dispelled. The same difficulty arises 
also when the family setting is such that it cannot be 
altered. The most striking and difficult cases are among 
children resulting from war marriages, as in the next 
case. 

The parents married in 1916 while the husband was on 
ten days’ leave. He returned to France and was killed al- 
most at once. The state of mind of the mother can easily 
be imagined. Living in London, under war conditions, 
short of money, distressed by air-raids, getting food only 
with great difficulty often by standing in queues, her 
health was none too good and the baby was small. She 
was unable to feed him or to obtain a good supply of 
cow’s milk, and he grew up delicate and liable to any 
passing infection. The mother moved to a small country 
town for reasons of economy and, having few friends, 
she devoted all her life to the child who, besides being 
the living image of his father, actually required more 
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than average care. So the most intense tie developed be- 
tween the two, and the boy’s emotional life was com- 
pletely stunted. He became acutely nervous. He could 
not go out for fear of traffic. Even in the small town 
where they lived the noise of the carts and the rush of 
the cars frightened him. He was panic-stricken in trains 
because of the speed and the noise, and was invariably 
sick if he had to travel. He was moderately at ease with 
adults, but talked to them in a pedantic and stilted way. 
He got on with children only if they were very young 
or very backward. 

At school he showed evidence of good intelligence, but 
he was a bad examination candidate because of his lack 
of confidence, and his concentration was poor. He failed 
in all his examinations, and often escaped them through 
being sick with fear that day. He was miserably ineffec- 
tive in games, and his only hobby was geology. He would 
walk or cycle to get specimens and he hada tolerably good 
collection. He feared death and illness, as was almost in- 
evitable since he had been constantly ailing as a baby 
and had required the most careful nursing, though he 
had received more than he really needed. The mother 
was apparently unable to realize that much of the care 
she gave him was unnecessary to him but arose out of 
her own need for someone on whom to discharge the emo- 
tion and affection which would have gone to her husband 
had he been alive. The boy was unable to break away from 
her because he did not know how to live a life of his own 
and, indeed, he was not aware that he desired or required 
any other interests. That he had some urge to break away 
was clear from violent scenes which pened from time 
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to time when he would lose his temper with his mother 
and attack her with wild abuse. 

Physically he looked as he behaved. At the age of 
eighteen he was tall and lanky, ungainly and ill propor- 
tioned, with a scrubby growth of beard and a sallow, 
oily, pimply skin. He ran badly and could not throw a 
ball and he was the butt of children in the street. His in- 
telligence was even a little above normal, but in knowl- 
edge, education, and emotional development he was 
hopelessly backward. The most that could be done for 
him was to find him a job in a protected environment. 
He became handy man in a community of lay brothers. 

There is often this tendency to over-solicitude when 
both parents are in the home but are not emotionally in 
sympathy, and the background of many nervous children 
contains some such flaw. 

A tiny slim girl of seven was brought by her mother 
who complained that the child was eating hardly any- 
thing, was sleeping badly, was jumpy, excitable, and 
“afraid of almost anything,” and was failing in her school 
work. Physical examination revealed some anaemia and 
a generally heightened tension in the nervous system. 
She was highly intelligent. 

The mother, as parents usually do, was searching 
around for disturbing forces in the child’s surroundings. 
She had considered everything very carefully and, find- 
ing no cause in her friends, her school, and her life at 
home, had decided that she herself must be to blame, 
perhaps because she was nervous and highly strung, but 
she could not decide just how she was failing in her 
handling of the child. It was pointed out to her that 
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present behaviour is greatly determined by the early in- 
fluences from which the child has learned to think and 
act. Then a mass of new information came. 

The mother had married decidedly against her own 
inclinations, but because it was a good match. She was 
artistic and musical and derived her greatest satisfaction 
from associating with writers and musicians. Her hus- 
band was a prosaic fellow to whom the arts were fit only 
for queer people, and a waste of time to the real he-man. 
So a jealousy sprang up which grew slowly into antago- 
nism, and later he took to drink. His health deteriorated, 
and he began to fear tuberculosis and all manner of ill- 
nesses. The wife, neglected and disappointed, turned to 
her children, especially the older who was somewhat 
delicate. She began to fuss over her, and this angered the 
father because he strove so hard to keep from thinking 
of illness in himself. So the affair grew into a major dis- 
sension and the little girl, who was not strong anyway, 
bore the brunt. 

Treatment consisted in dealing with the father’s diffi- 
culties. He was thoroughly examined and, no actual dis- 
ease being found, his general health was improved by 
general treatment. Once well, he was able to relinquish 
the alcohol from which he had derived his peace of mind. 
His attitude improved and he began to take an increasing 
interest in his children and his wife. The tension re- 
lieved, the child gradually became less timid and was soon 
happily back in school again though she will probably 
never be a very strong character. 

This incomplete recovery is unfortunately not un- 
common in cases of general nervousness because there is 
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often a weakness within the personality, probably heredi- 
tary, which no known treatment can eradicate. It is pos- 
sible to mask this weakness by re-education and the re- 
moval of superadded emotional difficulties which may 
have resulted from prolonged nervous habit and custom. 
When a child has viewed the world in a distorted way for 
any time, it is likely that his conception of it will be out of 
proportion, and this distortion of perspective may easily 
become habitual. Prolonged fear of strangers, for ex- 
ample, may implant in his mind the idea that the average 
person is hostile and uncompromising. If he is sensitive 
and a parent has tended to lose patience at times, then he 
may imagine the parent to be cruel and un-understand- 
ing. It is hard for him to correct such misinterpretations 


without assistance, and the physician may hasten re- 


covery by helping him to do so. 

Re-education consists in giving the patient a stable, 
consistent environment, which contains the usual three 
ingredients—affection, security, and work; though in 
these cases work is not so essential as in anxiety. 

It may seem strange that symptoms such as enuresis, 
anxiety, excitability, and sleeplessn 
in connection with nervousness. Th 
indefinite and the conditions merge into each 
other imperceptibly, but it is probably better to retain 
the term “nervousness” for these cases where the whole 
personality is tense and the habit of life is strained and 
constricted through hereditary tendencies or the retard- 
ing effects of over-protection, the emotional life is stunted 
and fails to develop so that the child is bound to a parent 
by an unhealthy tie which he is afraid to break because 


ess are not mentioned 
e dividing lines are, 


of course, 
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he has no initiative or knowledge to tackle a more inde- 
pendent life of his own. 

It is just possible that nervousness as it has been out- 
lined here is the response of one type of personality to 
difficult situations, and that in the same circumstances a 
more aggressive individual might become violent, trucu- 
lent, and delinquent. Such cases do occur, but they are 
rare, and since they represent a rebellion against paren- 
tal over-solicitude, it is easy to see that a child who is 
a weakling absorbed by an over-affectionate mother will 


tend far more often to break down rather than to break 
away. 


§7. Nervous Movements 


Restiess MOVEMENTS ARE USUALLY A SIGN OF NERVOUS DIS- 
turbance of one sort or another, 
from disorders of behaviour an 
free fr 


and children who suffer 
d personality are seldom 
om them. Such children cannot sit still. They play 
with their fingers, pick their skin, and scratch themselves, 
grimacing and sniffing and behaving generally as if they 
were ill at ease. This fidgeting is, however, not neces- 
sarily the result of any 


immediate embarrassment, 
though it is always increase 


d in moments of uneasiness; 
itisa symptom of nervous tension. It prevents the child 


from concentrating on the work in hand, and interferes 


with progress in school work. Often the wrath of the 
parent or teacher is expressed in commands to sit still or 
not to fidget, and sometimes the child is punished for 
his supposed naughtiness when he fails to comply. 


Any child when bored or tired or afraid becomes 
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restless, and the possibility of irritation, such as from 
scabies or worms, must be kept in mind, but the imme- 
diate cause is usually evident in his expression and gen- 
eral demeanour or indicated by his complaint, and 
when the tension, whatever it may be, is relieved, the 
restlessness ceases. The nervous child is not tired or 
bored so much as anxious and strung up, and he is placid 
only for brief moments; he moves restlessly nearly all 
the time and may even wriggle about in his sleep. When 
such a state of affairs exists, then the cause must be 
sought, and usually it will be found to lie in some 
chronic anxiety or hidden fear. 

The movements of chorea are more violent. They are 
jerky and incoordinate, and involve a great part of the 
body. They have no meaning or purpose. The nervous 
child seems all the time to be trying to get comfortable, 
as if he were settling down or scratching some irritating 
place, but in chorea the movements are spasmodic and 
serve to disturb the sufferer who looks as if he craved 
rest from them. In many cases there is a history of ante- 
cedent rheumatism, and sometimes it seems to follow a 
period of poor general health or a debilitating illness. 
There is little doubt that whatever may be the organic 
pathology of chorea, it tends to occur in nervous chil- 
dren, and the relief of mental tension goes a long way 
towards diminishing the spasms, so that movements, even 
though diagnosed as chorea, may be at least partly nerv- 
ous in origin. 

Tics are apparently meaningless movements, origi- 
nally aroused by some local condition but perpetuated, 
after the cause has disappeared, because of the pleasure 
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they afford in themselves. Some irritation gives mise to 
scratching, which is found to produce a pleasant soothing 
tickling sensation. After the irritation has gone the 
scratching continues as a habit. Sometimes tics have an 
entirely mental origin. A boy of seven constantly turned 
his head towards the right shoulder. The movement was 
quite involuntary and resembled a spasmodic torticollis, 
but it occurred only when his mother was in the same 
house. He was unconsciously listening and looking Ton 
her because he was afraid that she would desert him: 
When he became more secure and lost his fear, the tic 
disappeared. Thumb sucking and nose picking are often 
simply tics. Tics disappear whenever the child’s mind as 
fully occupied, and they can be controlled to a certain 
extent by the will. 

Habit spasms are not really tics at all. They arg inco- 
ordinate movements produced by the involuntary con- 
traction of groups of muscles. They do not resemble any 
ordinary movement, nor do they arise, like tics, from 
any purposeful action. 


Nail biting is invariably associated with nervous ten- 


sion. The tendency to chew and bite things is a common 


signal of stress, and since the nails are tough and insensi- 
tive, they lend themselves to biting. Once biting has been 
learned, the rough edges of the nail and the exposed sensi- 
tive nail bed tend to cause irrita 
the habit, and one of the first 
the nails and allay the irritatio 
thing soothing like oliy 
band 


tion and to perpetuate 
steps in cure is to smooth 
n by soaking them in some- 
€ oil. Direct restraint such as 
ages or splints may stop the nail biting, but it will 
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only intensify the anxiety and strain which are the true 
cause of the difficulty. 

Head rolling usually takes place during sleep, but it 
may occur by day also, especially in the case of defectives. 
The child lies on his back, rolling his head from side to 
side. The motion may continue for hours, and some- 
times the hair is worn away by the continued rubbing. 
In some cases it seems to arise from irritation of the 
semicircular canals, and it may be accompanied by nys- 
tagmus, but usually the cause is obscure, though anxiety 
and mental stress are often present. 

A girl of fourteen was taken to a skin specialist be- 
cause of a bald area on the back of her head. It turned 
out that she was in the habit of head rolling. The his- 
tory showed that she was the older of two girls, the 
younger being prettier, cleverer, and more loved than 
she. The girls had been constantly compared, to the pa- 
tient’s disadvantage, and she had become disgruntled 
and unhappy. The situation was made clear to the par- 
ents, and they were able to appreciate the girl’s diffi- 
culty and make allowances. As soon as this was done the 
head rolling ceased. It is hard to see, in such cases, why 
such a symptom should develop. There was no sign of 
any local exciting cause. 


Head banging is a somewhat similar habit. It happens 
only in sleep and often in intelligent children, in contrast 
to rolling which more often affects the dull ones. It seems 
to be a kind of manifestation of temper and frustrated 
aggression. The child sits up in his sleep and bangs the 


back of his head violently against the top of his cot or the 
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wall, so hard that it may seem he must injure his skull. 
The scalp is often bruised. 

A boy of five banged his head so violently that he 
moved his cot every night right across his nursery till it 
reached the opposite wall. The banging went on for two 
or three hours if he was not wakened and would disturb 
the whole household. The parents thought he should 
not be stopped and so they used to moor his cot to the 
wall by cords. He had been displaced by girl twins, and 
when the family went out, instead of his being admired, 
the two lovely twin babies in the pram attracted all the 
attention. His nose was out of joint. Considerable modi- 
fication of the family routine was necessary before he be- 
came reconciled to, ais position, but then the banging 
ceased. 

Defective and psychotic children often make stereo- 
typed movements. They may rock to and fro for hours 
or repeat the same swinging movement of an arm or leg 
hundreds of times in succession, apparently deriving 
some primitive form of satisfaction from so doing. Sud- 


den impulsive movements are also characteristic of seri- 
ous mental disturbance, 


A boy of seven, who subse 


quently proved to be psy- 
chotic, 


developed the habit of making sudden darts at 
things near him, holding on to them with all his strength 
and screaming if he could not et possession of them. As 
soon as he got the object he dropped it on the floor and 
apparently lost all interest in it. On one occasion he was 
seated quietly near his teacher, when he suddenly made 
a lightning grab at her handbag, pulled it from her 
wrist, and dropped it on the ground. This done he sat 
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down quickly again as if nothing had happened. He dis- 
played no pleasure or interest in these acts; they seemed 
quite involuntary and meaningless. 

A child of four hopped at about every sixth step when 
he was walking. The movement was apparently beyond 
his control and served no useful object, and he seemed 
to derive no pleasure from it. His mental state turned 
out to be one of severe obsessional anxiety. 

The syndrome of Gille de la Tourette is rare, but is 
one of the most definite conditions where impulsive ac- 
tions occur. In this syndrome the child grunts, at the 
same time turning his head violently to one side, and he 
often utters explosive, blasphemous, or abusive phrases. 
The prognosis is always bad; the disease is a progressive 
psychosis. 

Obsessional or compulsive movements are common 
even among normal children. Toys or articles on the 
dinner or dressing table must be arranged just so, sym- 
metrically or in patterns, bed or day clothes must be in a 
certain position before the child can go to sleep, and so 
on. Many have mild counting obsessions, such as a pref- 
erence for things in threes or sevens, or a fear of odd or 
even numbers. All these are within the bounds of nor- 
mality, so long as they do not interfere with the child’s 
ordinary life. Parents of such children notice that the at- 
tention given to these things varies with general health, 
fatigue, or peace of mind. 

When obsessions become so marked that they give rise 
to compulsive movements, something must be done. A 
girl of twelve was continually late for school and the last 
to leave when lessons were over. It was found that she 
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spent at least twenty minutes each time she put on her 
hat, trying it this way and that, until it was just at the 
angle she wished, and then removing it and replacing it 
in the same way seven times. 

In serious obsessional cases the compulsions come in 
groups. The commonest are having to repeat an act, such 
as laying down a pencil, a certain number of times, 
counting the steps on the stairs, an odd number being 
bad or good, as the case may be, stepping on or off the 
cracks in the pavement, touching every lamp post, going 
to and coming from a place by exactly the same route, 
and so forth. 

When children are asked why they do these things 
they can give only a vague reason, that something bad or 
wrong will happen if they don’t. Serious obsessions usu- 
ally point to feelings of guilt about a real or imaginary 
transgression and indicate a deep disturbance of the 
mind. 

Study of the associated movements throws a great deal 
of light upon the nature of many nervous conditions in 


children and often forms a valuable aid in diagnosis and 
prognosis. 


§8. Enuresis and Soiling 


Enuresis ts LACK OF CONTROL OF MICTURITION, EITHER 
by day or by night, in a child over the age of three. It is 
sometimes said that no particular notice should be taken 
of the symptom till after five; on the other hand, many 
mothers train their children to toilet habits by two years- 

Often a too strict training changes an ordinary, natu- 
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ral process into a ceremonial surrounded with compul- 
sions and taboos, and this applies to the functions of the 
bowel as well as to those of the bladder. There is all the 
difference between establishing a daily routine and regu- 
lar habits, quietly and as a matter of course, and enforc- 
ing them with cajolery, bribery, or punishment. When 
the matter becomes linked with emotion and associated 
with tears or anger at failure, or delight and embraces 
on success, it can all too easily come to be used as a means 
of evoking these feelings. A child has only to refuse, to 
throw the whole household into a turmoil, and to comply 
to change the scene instantaneously. And these bodily 
functions are often surrounded by a strange mystery of 
prurient aliases. They certainly need not be discussed in 
public, and to joke about them shows a childish outlook, 
but in private and when necessary there is no need for 
evasions. 

Faecal incontinence, or soiling, provided there is no 
physical cause, is always a sign of severe emotional dis- 
turbance. It may seem to depend on carelessness, and 
severely disturbed children often take little notice of or 
interest in their environment. In other cases, as with 
enuresis, it may appear to be calculated to annoy, and 
the symptom certainly causes more practical difficulties 
than wetting. It never occurs, however, as an isolated 
symptom but always associated with others. Often the 
child is so oblivious of what goes on around him, and 
is so engrossed in his own worries, that he seems to be un- 
aware when it happens, and it has been suggested that a 
zone of peri-anal anaesthesia can be demonstrated in 
some cases. It may occur with enuresis or alone. There is 
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no direct, specific treatment. The general underlying 
cause must be tackled. More often than not that will be 
found in insecurity, usually in the family background. 

Many and varied “cures” for enuresis have been de- 
scribed—and some even stated to be infallible—but a 
short experience will prove such claims to be false. Cases 
constantly occur where the symptom disappears com- 
pletely and mysteriously with no treatment or after the 
simplest suggestion, and there are others where the most 
intensive measures fail. A girl of seventeen complained 
that she had been constantly enuretic as long as she could 
remember. She was worried because her work would soon 
make it necessary for her to sleep in her firm’s hostel, and 
this she could not do lest her weakness be discovered. 
She was somewhat diffident in talking of her symptom, 
and it seemed probable that she would feel more at ease 
with a woman doctor. This was suggested and she agreed, 
but it was pointed out that such a consultation could 
not, for practical reasons, be arranged sooner than about 
three weeks ahead. As the girl was leaving, a few casual 
remarks were dropped about her trouble, suggesting that 
it was not her fault and so she ought not to feel guilty 
about it and assuring her that it would soon vanish. 
Later, when the next appointment was due, she reported 
that she had not been enuretic since the night of the 
original interview. She remained free afterwards. 

A boy of ten ina residential school was enuretic about 
five nights a week. He was a dull child but seemed other- 
wise fairly normal. His early days had been passed in a 
turbulent atmosphere. He was asked if he was happy at 
school, and he replied that he was, but that he had one 
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ambition, to help in the greenhouse. It was explained to 
him that he could not work there so long as he wet the 
bed at night to which he replied, “I can stop that,” and 
he did from that day. 

If recoveries such as these can happen without treat- 
ment or perhaps on the very indirect suggestions of the 
physician, it is easy to understand that a spurious efficacy 
may be attributed to any drug or method which happens 
to have been used and whose only effect may have been 
to conyey or reinforce suggestions. The same remedies 
given without the patient’s knowledge do not have the 
same effect. 

Asa rule enuresis is nocturnal, but a few children suf- 
fer only by day and some both night and day. . 

When it occurs by day, it is usually associated with 
some strong emotion, often fear or anxiety, and com- 
monly with a particular situation such as school or rail- 
way travelling, where there is some emotional strain. 
Often it is the result of a precipitancy, and can of course 
be aggravated by difficulty of access to the lavatory or 
shyness in asking permission to go. Even adults may be 
affected in this way. Much commoner is the nocturnal 
form. This may occur several times every night and is 
often associated with frequency and precipitancy by day. 

There are simple cases which depend on lack of train- 
ing though the average child learns toilet habits at an 
early age automatically, even though not trained at all. 
These cases can be diagnosed on history and as a rule they 
yield to a simple regime—raising at night at a certain 
hour, if possible just before the time the wetting usually 
occurs. Good conduct stars may be used, but blame 
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should never be given nor anxiety created about a cure, 
and drinks should not be limited. These last two points 
are the foundation of the treatment of all cases of enu- 
resis, the dispelling of anxiety, and the giving of an ordi- 
nary, unrestricted amount of fluid. At first it would 
seem as if restriction of fluid should be the beginning of 
treatment, and many cases can be quoted when enuresis 
diminished when the evening drink was stopped, but, as 
has already been said, the symptoms will sometimes 
yield to any form of notice. In some cases, where fluid 
intake has been restricted, the enuresis has ceased as 
soon as fluid was given in the evening. The stopping of 
the evening drink is not only unpleasant but it continu- 
ally keeps the child’s weakness before his mind and it 
tends to render the urine more concentrated and to in- 
crease its acidity, both occasional factors in the causation 
of enuresis. In an investigation held in London recently 
on a large number of cases, the curtailment of fluid was 
the only treatment measure said by parents invariably to 
have been a failure. 

Enuresis is an affection of the mechanism of micturi- 
tion and so it is logical to suppose that there may be 
some inherent weakness of the nervous and musculat 
mechanism which subserves this function. In subjects 
thts affected, disturbances of various kinds produce enu- 
reng as a symptom. Sometimes the condition seems to Þe 
familial, and often there is also a history of allergy in the 
family. 

Enuresis often occurs in dull children and may be 2 
form of laziness, but some mental defectives are quite 
clean in their habits, so the relationship between dul 
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ness and enuresis is by no means direct. In these cases it 
occurs in the early hours of the morning, when the blad- 
der has begun to fill, and the reflex is excited without 
the patient waking. Enuretic children are often noticed 
to be unusually heavy sleepers, but this may be only be- 
cause they have been awakened and so the depth of their 
sleep is noticed. Most normal children sleep heavily. 
Habit training offers the best basis for treatment, but 
every case should be scrutinized most carefully, to ensure 
that the child’s inferiority is not causing him anxiety or 
strain. There may be academic or social comparison, 
feelings of frustration and ineffectiveness which are 
giving rise to mental discomfort. 

When the history tells that the enuresis happens soon 
after the child has gone to bed, a different clinical type 
may be found. Here the child usually is intelligent and is 
described as highly strung or nervous. Often he is timid, 
moody, and restless and, depending on his age, he may be 
subject to temper outbursts, feeding difficulties, fears, 
or anxiety. The last is probably the most important 
symptom. 

In anxiety there is polyuria, and the reflexes are all 
exaggerated and hyper-sensitive, and in fear there is a 
definite tendency to empty the bladder. In these cases 
the cause of the anxiety must be sought for and treated. 
Limitation of fluid is inadvisable in this type also, be- 
cause it merely draws attention to the difficulty and so 
tends to increase the anxiety. 

Sometimes in the anxiety type the enuresis has de- 
veloped after the child has had full bladder control for 
some years, and then the prognosis must be very guarded. 
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The general treatment in all cases must be comprehen- 
sive. General health should be improved in every possible 
way. The possibility of physical causes such as albumi- 
nuria, bacilluria, diabetes, pituitary disorder, worms, oT 
anatomical anomalies must be considered. Local irrita- 
tion should be eliminated, though circumcision should 
never be performed solely on account of enuresis. Epi- 
lepsy has been cited as a possible cause, though there is 
no doubt that its frequency and importance have been 
over-stated. Arousing of anxiety about the symptom and 
feelings of guilt must be avoided, and with anxious pa 
tients the use of star charts or any form of competition 
or even of reward may be harmful. It is important to 
improve the general mental adjustment of the child, and 
it is essential to estimate the mental age and adjust the 
child’s education and recreational outlets to it. The atti- 
tude of the parents must be regulated since this often pre- 
sents many problems; the parent has usually tried all 
kinds of management and when he comes for advice the 


whole situation has usually assumed rather exaggerated 
proportions. This must be dealt wi 


th on general princi- 
ples, 


enlisting the co-operation of the parents and bring- 
ing it about that they and the child work together to- 
wards a cure. 

It is often especially difficult in enuresis cases to per- 
pe the parent that the child does not wet the bed for 
spite or to get his own back. An army corporal brought 
his boy of ten, complaining that every time he corrected 
the boy for a fault, the bed was wet the same night. T° 
the corporal’s astonishment, if he beat the boy the bed 
was wet even more often than otherwise, and he was 
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convinced that the boy did it out of revenge. When the 
child was away from home he was never enuretic. It was 
surprising to see how long it took the father to realize 
that his reprimand, in true army tone, and his beatings 
were the reason for the persistence of the bed-wetting 
but, once he did appreciate the fact and act accordingly, 
the enuresis gradually ceased. 

Many physicians still believe in the efficacy of medi- 
cine, and often the dose is a strong force for suggestion, 
but, apart from this indirect effect, there is no real proof 
of the value of any medicament. For treatment of allergic 
cases ephedrine has many adherents, and for the non- 
allergic cases some physicians recommend belladonna 
and bromide. 

It has been suggested, on the basis of speculative the- 
ory, that enuresis is a substitute for masturbation. This 
is not really true, but there is a certain connection. The 
nervous control of the mechanism involved in the two 
acts is closely linked, and so it is possible that stimulation 
of the one group of organs by sexual fantasy may affect 
the control of micturition. It is more probable that 
the anxiety usually associated with sexual fantasy is the 
cause of the enuresis. 

Some advances have recently been made in the under- 
standing of the physiology of the symptom. It has long 
been clear that, no matter how many psychological 
causes can be elicited in any particular case, there must be 
some organic basis which determines the form of the 
symptom. It has been shown that, when the bladder is 
gradually distended with fluid through a catheter, the 
emptying reflex occurs sooner and with greater force in 
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some enuretics than in normal persons. This means that - 


_ the bladder tends to empty automatically before it is more 
than slightly filled. This happens without the inter- 
vention of anxiety which, when it is present (as it usually 
is in enuretics), causes a general increase in the excita- 
bility of the reflex responses. 

This suggestion of an organic factor may make the out- 
look seem pessimistic, but those who have been called on 


to handle many cases of enuresis will agree that it is one of 
the most baffling symptoms. 


§9. Violent Behaviour 


VIOLENT BEHAVIOUR TAKES MANY FORMS AND VARIES VERY 
much in its description, depending on the attitude of 
the parents. When there is real violence and the patient 
is uncontrolled and uncontrollable most of the time, 
then psychosis or mental defect must be suspected, with 
the reservation that quite normal children can display 
the greatest violence at times if they are excited by suffi- 
ciently disturbing circumstances, The normal child can, 


however, always control himself for long periods if there 
is sufficient reason to do so or if the excitin 


g factors are 
removed. 


In an extreme psychotic state, a child may display the 
Most extraordinary activity, appearing absolutely tire- 


less, jumping and rolling about, talking incessantly, and 
going without sleep or food for 


long periods apparently 
oblivious of his surroundings e 


xcept for taking fleeting 
notice of things that happen near him. He is seldom vio- 
lent to individuals unless they get in his way or try to T€- 
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strain him; on the other hand he is often over-affection- 
ate, putting his arm around anyone near and making 
gestures and protestations of affection, as far as his atten- 
tion can concentrate on anything. The violence is dis- 
played in general restlessness and destruction. Wall-pa- 
per and curtains will be torn down, lights pulled from 
the wall, and bed-linen ripped up. 

The violence of schizophrenia is of a different order. 
It is impulsive in type. The patient may make a sudden, 
unprovoked attack or may seize a plate and throw it 
through the window. There is seldom any accompany- 
ing appearance of emotion, the act being devoid of any 
feeling and merely an isolated incident which does not 
otherwise disturb the patient at all. He goes on afterwards 
just as if nothing has happened. 

Epileptics are notably unreliable and tend to violent 
responses. They are irritable and uncontrolled, and give 
way to wild outbursts for quite insignificant reasons. 
Sometimes these attacks of violence take the place of fits, 
when they may be called “equivalents.” Juvenile general 
paralytics also are impulsive sometimes. 

Mentally defective children often retain the infantile 
tendency to meet any difficult situation with violence. 
They have not the understanding to manage their af- 
fairs by more diplomatic methods. 

Violent behaviour can occur quite apart from psychosis 
or defect, Some children seem to inherit the tendency to 
strike out at anything which gets in their way. They 
may attack anyone who they feel is opposing them, or 
become abusive, or display their feelings in outbursts of 
temper. This propensity must be met by training. Con- 
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trol is not enough. If the child is encouraged in things 
which he can do well and is helped with those he finds 
difficult, he will gradually mature, and if at the same time 
he finds that he does not get his own way through vio- 
lence and that it does not pay, he will be led to adopt 
more rational conduct. If he is simply punished, espe- 
cially if force is used, he will probably become more and 
more violent, and his development will be retarded. 

The child who has been reared in an atmosphere of 
insecurity often develops a hostile attitude towards the 
world in general, and this tends to his adopting violent 
means to gain his ends. He refuses to submit to disci- 
pline or even to ordinary management. He fights as long 
as he can and then, if beaten in the end, usually runs 
away. He lies and adopts any subterfuge to escape the 
Just retribution for his own actions, and will not admit, 
even when cornered, that he is responsible. He blames 
it all on circumstances or on someone else. In such a di- 
lemma a child often “takes it out of” others. 

Some so-called violent behaviour is really over-activity; 
as has already been mentioned in the case of psychotic 
children. Defectives are often extremely active. They 
run around in a meaningless way without ceasing and 
apparently without any object. One defective would 
stand on the seat of a chair and rotate rapidly on her 
heels for minutes at a time in a way that would have 
made a normal child unbearably dizzy. She never lost 
her balance. 

Very tired children may become oyer-active. Ofte? 
they are too tired to stop. This is probably a physiologi i 
cal reaction. Fatigue produces a stimulation which allows 
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them to keep on. A boy of fourteen whose continuous 
movements suggested chorea was found to be suffering 
from lack of sleep. The family lived in one room and he 
“slept” in an easy chair. The mother’s work kept her 
out late at night and the father’s took him out early in 
the morning, and consequently the room was quiet only 
for a few hours. In his cramped position his sleep was 
not restful and he had got into such a state of tension 
that all his reflexes, his emotional responses, and his gen- 
eral behaviour were violently exaggerated. It was no 
wonder that he struck out at people who got in his way. 

The over-excitability and over-activity of the intelli- 
gent child deprived of outlets for his mental energy have 
been mentioned in Chapter III, §1. 

Violent behaviour must not be passed off as simply 
wickedness. No child is really violent without some very 


good reason. 


§10. Sex Difficulties 


ÅDVICE Is MORE OFTEN ASKED ABOUT MASTURBATION IN 
children than about any other problem connected with 
sex, perhaps because it is the commonest but also be- 
cause the majority of adults are sensitive on the subject. 
The old erroneous ideas are still current, that mastur- 
bation leads to mental disorder and that it is a sinful 
practice which must be eradicated at all cost, even by the 
most violent methods. 

Masturbation occurs at all ages and in both sexes, and 
is practised at some time or another, to a greater or less 
extent, by a large proportion of children. The common- 
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est form is stimulation of the sex organs by manipula- 
tion or some similar means. In infants this produces only 
a mildly pleasant sensation, and it is not till date that any 
strong nervous reflex is aroused. In uncomplicated cases, 
where the child has not been introduced prematurely A 
the physical side of sex, it has no sexual meaning p 
puberty, when greater knowledge and functional = 
turity link it up with sexual fantasy and it takes on 
different character. 

The onset of masturbation is usually determined by 
accident. The small child, playing naked in his cot, dig 
covers that the genitalia are sensitive, and that rubbing 
and working with them is pleasant. Perhaps his atten 
tion is drawn to them by some local irritation. Once dis- 
covered, the process is repeated because of the pleasure 
and peace it brings. Sometimes imprudent manipulation 
by an adult, as in bathing or medical examination, gives 
the first stimulus. Older children either learn to mastur- 
bate accidentally or are taught by others who have al- 
ready learned. Lying awake in bed is a fruitful source of 
accidental discovery, as is sending a child to bed as 4 
punishment. 

There are no direct physical effects of masturbation, 
unless it is practised to great excess, and nature sees to it 
that excess is infrequent, because the desire fades whe? 
stimulation exceeds a certain point. 

The ill effects are indirect and de 
tient’s attitude to his habit, and on tł 
in authority ov 


pend upon the pa 
he attitude of those 
er him. There is a natural tendency 17 
every child to shrink from the subject of sex, and things 


connected with it. So long as masturbation is not linked 
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with the idea of sex it arouses no feelings of shame but, 
when once the sufferer learns that it is associated with 
the sexual act, then he becomes assailed with remorse 
and guilt, and the habit takes on a different complexion. 
It becomes a thing to be hidden and to be worried about. 
In his concealment he becomes furtive and secretive, 
and he carries a burden in his soul. This is often accen- 
tuated by the ill-considered attitude of adults, who tell 
him he is wicked and dirty and even that he is not fit to ` 
associate with others. Sometimes there is public exposure, 
compared with which punishment and coventry are mild. 
A secret watch may be kept in the hope of catching the 
child in the act, and he may be told that if he continues 
his evil practices people will see it in his eyes. There are 
few children who masturbate who have not at some time 
heard snatches of gossip about the habit, usually couched 
in tones of secrecy, and that it is something that ought not 
to be talked about, far less done, so even though discovery 
has not taken place there is the fear that it may, and at 
least the feeling that it is definitely wrong. 

It is little wonder that the child who has acquired the 
habit to any extent, lives in a state of anxiety, unable to 
concentrate on his work, sly in his conduct, and worried 
in his mind. 

Another important factor is that the habit is fostered 
by unhappiness. The child whose emotions are disturbed 
as a result of his conditions of life, who is lacking in or- 
dinary channels of interest and satisfaction, or who feels 
himself a failure, is much more likely to find solace in it 


than another who is satisfied with his lot and secure in 


his relationships. 
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In children before the age of puberty, masturbation 
must be treated indirectly by diverting the attention 
from the practice and adjusting any causes of dissatis- 
faction and unhappiness. Direct methods of restraint 
should never be used. The habit may be suppressed by 
forcible methods, but the underlying causes remain, and 
to eliminate the symptom without eradicating its cause 
is bad therapy. It is like giving morphia to a patient suffer- 
ing from acute undiagnosed abdominal pain. 

Surgical interference is to be avoided unless an actual 
phimosis is present. A perfectly unemotional attitude 
must be adopted towards the whole situation, as any 
blame or punishment only serves to accentuate hg 
trouble. There are children who pretend to be quite im- 
pervious to any feelings of guilt, and it might seem that 
in such cases a good talking to or shaming or even ee. 
ing might help, but such children are already in need o 
treatment. Imperviousness to guilt and shame is a defi- 
nite indication that all is far from well and that deeper 
investigation is advisable. 

Masturbation at puberty is a more serious matter, Pus 
that is not to say that an emotional, or moral, standpoint 


R : ; f 
must be adopted towards it. With the maturation © 
the sex instinct, the sex organs 


z f ze 
and their functions tak 
on a new importance in the 


adolescent mind, and fan- 
tasy begins to play its part. The mental results of mastur- 

i i A e 
bation then take innumerable forms, depending on th 
particular circumstances and temperar 


ment of the person 
concerned, but always there is the idea of guilt or of self- 
injury, 


often associated with dread of mental breakdown. 
Treatment in these cases must be directed to allaying 
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the patient’s fears, and since the habit is often aggra- 
vated or perpetuated by lack of sex knowledge, instruc- 
tion in the physiology of sex may have to be given. Every 
effort must be made to divert the thoughts to healthy in- 
terests and to eliminate any sources of mental tension or 
dissatisfaction. When the patient is struggling with his 
problem, praise for success and quiet confidence that he 
will win through will help him, while blame or scolding 
will only make things worse. It is well in all cases to 
carry out a medical examination to make sure that there 
is no local irritation. The possibility of thread worms or 
hyper-acid urine must be kept in mind. 

Sex play between young children is common. Usually 
it takes the form of mutual inspection and arises out of a 
natural inquisitiveness and a desire for knowledge. Some 
children are in no way upset by these things, but others, 
usually the more intelligent and more sensitive, may be 
acutely disturbed by feelings of guilt, sometimes even 
becoming acutely anxious. To the ordinary child, who 
is not upset, no harm is done, but the others suffer 
deeply, and every effort should be made to ease their 
anxiety. It is well to adopt the attitude that these things 
are not done, thereby giving the child a certain sanction 
for his own remorse but at the same time making it 
quite clear that no harm has been caused and the inci- 


dent can be forgotten. When the inquisitive attitude 


persists through adolescence, then sex instruction must 


be given and the same procedure followed as in the treat- 


ment of masturbation in adolescents. 
1 activities between older children are 


ed, but it is necessary to differentiate be- 


Homosexua 
often complicat: 
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tween those which are on a strictly physical level and 
those where there is a real emotional attachment be- 
tween the participants. The first is serious enough but 
can usually be dealt with directly by instruction. and 
general treatment, but the second situation HELE prob- 
lems which can only be solved by long and patient re- 
education or in some cases a direct attack on the abnor- 


mal attitudes involved by mental treatment. 


The effect of sexual assault on children varies with 


the circumstances and the mental constitution of the 
child concerned, and it is not possible to generalize aj to 
- what the results may be and how ill effects can be avoided 
or treated. One child may suffer terrible experiences 
without any effect at all, while another is profoundly dis- 
turbed by a comparatively slight shock. Each case must 
be treated on its merits. l 
Advice is often asked on the subject of sex instruction 
by parents who are being questioned by their children, 
or who wish to make sure that their children will not 


stow up in ignorance of the facts. This problem has 
been discussed in Chapter III, §3. 


In dealing with problems of sex, whatever their nature, 


an unemotional attitude must be maintained through- 
cho Le 4 re 
out, and the child’s interests directed towards mor 


wholesome things. Emphasis on his fault will only fix his 
attention on it more firmly. 


811. Truancy and Wandering 


Truancy, 1N THE CASE OF CHILDREN, MEANS ABSENCE 


from school without leave. It is a common form of de- 
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linquency, but is seldom unassociated with other signs 
and symptoms of behaviour or personality disturbance. 

Generally some specific cause can be found. The child 
is failing in school work through low intelligence or in- 
sufficient grounding; he is being bullied or ragged; he 
has been frightened by punishment; he believes that he 
has been unfairly treated; he is abnormally disturbed by 
coarse jokes or horse-play—but whatever the nature of 
the cause he has not faced it and has taken to flight in- 
stead. This in itself is an indication of serious conflict, 
and of a personality choosing a poor method of dealing 
with difficulties. And truancy leads naturally to other 
forms of delinquency because idle hands find mischief 
to do and often food must be stolen or money to pass the 
time away in a cinema on wet days, and tracks must be 
covered up by lying, since the child who runs away in 
the face of difficulty will be unlikely to confess his fault. 

A boy of sixteen, enrolled for evening classes in a poly- 
technic school to learn experimental electricity, for 
which he professed an interest, failed to attend after the 


first few nights. When his truancy was discovered it was 


found that he was hardly able to read or write, being on 


the border-line of mental defect and very backward in his 
learning. 

„An unattractive girl of seventeen absented herself 
from school. Her father, an ambitious business man, had 
pictured her as a secretary, but the girl was poor at spell- 
ing and in the use of words, so could not reach the stand- 
ard required in shorthand and typewriting. She stole 
money from a friend, bought cosmetics, and went out to 


parties with boys. The father was naturally very much 
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disappointed, but was able to see why his plans had One 
wrong, and he allowed the girl to take up children’s 
nursing. She was intensely practical, very fond of chil- 
dren, and excellent at handling them, and in that work 
she became proficient, successful, and happy. 

A boy of thirteen years and nine months refused to go 
to school because he was hopelessly teased. He was veg 
over-grown as a result of a pituitary disturbance, being 
over six feet tall and weighing more than one hundred 
and eighty pounds. He could not defend himself because 
if he did he was called a bully, so, being of rather weak 
character, he just stayed away and earned pennies 
carrying bags around railway stations. An understanding 
education officer arranged that he should be excused from 
school, and he went into the country to work on a farm 
where he became quite contented. 

Refusal to attend school is not uncommon and ma 
spring from a great variety of causes. Perhaps the child 
is afraid to leave home and go among strangers, or any 
of the causes quoted as responsible for truancy may be 
operative. 

A girl of seven flatly refused to go to school. She was 
intelligent, good at her work, a prefect, and of very 
strong character. Her mother was much upset, and the 
whole affair had reached a deadlock. During treatment 
it turned out that the girl was simply showing her power 
over the mother, and when she realized that the reason 
for her refusal was known, she began to attend school 
again happily. 

A girl of eight could not be persuaded to leave the 
home to go to school or anywhere else. She had had a 
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slight attack of dizziness once, and the parents had made 
an inordinate fuss over her. She thought it must be very 
serious and so became terrified to go out at all. The 
treatment consisted in the restoration of confidence in 
both parents and child. 

Sometimes refusal to go to school is masked by physi- 
cal symptoms. The child is sick in the morning or com- 
plains of headaches or may even have a dizzy turn not 
unlike minor epilepsy, but the whole picture is uncon- 
vincing and the wise physician seeks ‘for the deeper 


cause before sug: 
There sometimes 
A child may be ashamed of his clothes or perhaps he is 
y on the sly, or a relative may even 
connive at the fault, but these are hardly truancy. 
Running away may involve school absence, but there 
the motivation is within the child and not in the school, 
and the cause must be sought in the personality rather 
than in the environment. 
An adolescent ran away from boarding-school and 
spent some months touring the country with gypsies. At 
first she was unable to give any cause for her sudden im- 
pulse, but later she realized that she had been jealous of 
the other children there. She was illegitimate and had 


never known any but one f 
others had real parents, families, and homes, and the 
feeling of loneliness was too much for her. Treatment 
consisted in allowing her to discuss her real worries and 
in so doing relieve her pent-up feelings. Afterwards she 
was able to settle down happily in school again. 

A boy of sixteen had a job as office boy. He absconded 


167 


gesting that the child is malingering. 
are, of course, more obvious reasons. 


trying to earn mone 
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one day with the petty cash given him to buy samp 
When he was found he could give no reason for his act 
and was found another job, but the same thing hap- 
pened again, several times. Then the father sought ad- 
vice. The home was unhappy, the father was fond of the 
boy and protected him from the harsh discipline of a 
over-anxious mother who had never shown any affection 
but, at the same time, had tried to tie him to her by de- 
nying him friends and reasonable freedom. The boy was 
in such conflict of mind that he did not know why he 
ran away, but later he began to see that he was fond of 
his mother and yet felt that he had never got any real 
affection from her. He wished at the same time to gain 
her love and to be free, and he solved his conflict by 
flight. 

The feeling of being unwanted is a common cause of 
running away, and an atmosphere of domestic unhappt 
ness has driven many a child from home. The difficulty, 
in many cases, is to bring him to the point where he can 
put his conflict into words. This will seldom happen at 
the first interview, and many hours may be spent before 
the real thoughts and feelings can be expressed. It is, of 
course, no use to try to press for a confession. The child 
cannot state what he does not know. 

In boys, and in girls too, love of adventure will some 
times lead to long journeys on foot, by train, or by 
“lorry jumping.” A boy of twelve was repeatedly found 
far from his home and brought back by the police; in 
fact he often gave himself up when he was tired and 
hungry. He was very imaginative and seemed almost to 


lose consciousness of his personality and to wander away 
in a maze of fantasy. 
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3 It has been suggested that epilepsy or hysterical fugues 
may be a cause of sudden and apparently meaningless 
running away, but it is doubtful whether such cases occur 
sufficiently often to warrant keeping such a possibility in 
mind. 


Sometimes running away is obsessional. A girl of 


twelve often disappeared, to be found as much as three 


or four days later miles from home. She was really escap- 


ing from a rather unpleasant environment, because her 


father was an alcoholic who quarreled continuously 
with the mother, but the reason she gave was that she 
was looking for empty paint tins. She had been told in 
school about dirt, sepsis, flies, infection, and so on, and 
near her home there happened to be a factory with a 
dump of empty paint pots at the back. She surreptitiously 
turned all these upside down so that they would not col- 
lect rain water and the flies could not get in. Then, having 
finished that yard, she wandered away looking for more 
pots. She was extremely obsessional in other ways, but it 
was impossible for practical reasons to treat her directly 
so she was sent to a boarding-school. Strange to relate, 
soon after she went there her symptoms disappeared, and 
they had not returned after four years. 

There are cases when a child runs away, not to escape, 


but to look for something precious to him. This happens 
deserted or when an adopted child 
A boy of twelve wandered 
ually he con- 


when a parent has 


learns of his real parentage. 
on several times. Event 
but someone had sug- 


felt an overwhelming 
n to whom he really 


from an instituti 
fessed he knew he had no parents, 
gested he had a brother, and he 
desire to find him, the only pets 
belonged. 
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The child who plays truant or runs away usually Ome 
so under strong compulsion and if his conduct ge to 
be understood, the force driving him and his attitude 
towards it must both be discovered. 


§12. Lack of Concentration 


EASON 
Lack OF CONCENTRATION IS THE COMMONEST REAS 


given for school failure. Some children seem unable to 
settle down to tasks or to give their mind to the subject 
in hand, while others become engrossed in their work to 
the exclusion of everything else. Even babies a 
trate on simple play for considerable periods, and par- 
ents often notice an inability to do so as one of the first 
signs of behaviour disorder. This inability may arise 
from many causes but, whatever be the reason, lack of 
concentration should always be looked upon as of im- 
portance and never brushed aside as 
willingness to work.” 
expend as little ener 
with, while others w 


“laziness” or “un- 
There are children who seem to 
sy and effort as they can get away 
ork for the sake of working; there 
are great temperamental differences between children in 
this respect, but if either tendency is so marked as to a 
tract notice, and especially if there are other signs of ae 
turbance of behaviour or personality, the situation 
should be investigated. 

Probably the commonest cause of impaired concentra- 
tion is mental defect. The dull child is not interested 5 
the things that usually attract those of his age, and his 
limited powers of observation and understanding pre 
vent him from Setting normal satisfaction from ordinary 
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pursuits so he soon loses interest in them, dropping one 
and picking up another aimlessly, soon to discard it like 
the first. The higher grade and older defectives often try 
to hide their dulness under an assumed air of carelessness. 
They flit from one subject to another, showing only the 
most casual interest, but complaining that the things 
themselves are not worth worrying about and hoping by 
this means to divert attention from their incapacity. On 
the other hand, power of concentration is no indication 
of the absence of defect. Many very dull children expend 
great effort and show apparent interest in things they do 
not really understand at all. The only sure way to diag- 
nose defect is by the use of intelligence tests (Chapter Il, 
§1). 

Impaired general health decreases the power of con- 
centration. To attend and be alert, a child must be 
healthy and fresh. Fatigue exhausts mental energy; and 
the child yawns and fidgets and his attention wanders. 


Often, too, he becomes irritable and this further dis- 


turbs him. Under these conditions it is often easy to 
before meals. The 


smell acetone in the breath, especially 
hours of sleep may seem adequate, but on enquiry it 
may be found that the sleeping conditions are such as to 
make refreshing rest impossible. Over-crowding, bad 
vibration from traffic, and people mov- 


ventilation, noise, 5 ; 
mmon disturbing factors in 


ing about in the room are co 
large cities. 

The physically inferior 
as those suffering from any 
as chronic sepsis, cannot maintain interes' 


of time. 


and the mal-nourished, as well 
debilitating condition such 
t for any length 
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If a child is unable to see or hear well, it is more diffi- 
cult for him to follow what is going on, and his atten- 
tion naturally wanders. ` 

Lack of proper concentration in school may arise from 
many causes. The clever child, working with children of 
his age rather than of his intelligence, quickly becomes 
bored. The work is too simple—or perhaps he has been 
over it before and so cannot be expected to take the same 
interest in it. If he is dull, on the other hand, or if his 
knowledge of facts and fundamental processes is weak, 
then he cannot become interested because he cannot do 
the work. 

Sometimes attention wanders because of the fear of 
competition. The very ambitious child may cease to ty 
because he cannot risk failure. It is easier for some to at- 
tempt to deceive themselves that they could excel if they 
tried than to put their powers to the test of competition. 

The power of concentration on external things may 
be interfered with by the child’s attitude or the state of 
his mind. When reality is unpleasant, then the imagina- 
tion often becomes an outlet for frustrated wishes: 
Castles in the air compensate for real deprivations and 
day-dreams occupy the mind to the exclusion of all else- 
This is probably the commonest cause of lack of atten- 
tion, and it is always an indication that there is some 
thing radically wrong with the child's environment OY 
habit of life as he sees it. There are blanks or needs 
ae must be filled if he is to become alive and alert 
again. 

The schizophrenic is often so absorbed with his fan- 
tasies that he becomes quite oblivious of his surround- 
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ings and unable to give his mind to ordinary things, and 
in the states of depression which occur near adolescence 
there is a vacuity of thoughts which impairs attention. 
The mental processes are inactive. Sometimes obsessions 
occupy consciousness to such an extent as to absorb all 


active thought, but if so the general conduct is noticeably 


interfered with. The same happens when strong feelings 
of guilt possess the mind or, in fact, when any serious 
emotional strain exists. 

A boy of eleven, son of an epileptic mother, was re- 
ported as being unable to read or write. Tests showed 
age in intelligence, but that his 
n any problem was very limited. 

he constantly stopped, looked 
tened for his mother’s step out- 


side. The father had deserted, after many scenes, and the 
boy became the sole interest of the mother. A very marked 
tie sprang up between them, and when the boy became of 

’s handicap he, in turn, be- 


an age to realize his mother 
came solicitous for her. He tended her in her fits and 
e and her, till he could not 


generally managed the hous 
think for long of anything else. He had no thought to 


give for ordinary things and no power to attend to them. 

Disturbance of concentration may result from any se- 
rious emotional disturbance, and it is also a cardinal 
sign of the psychoses and neuroses in children. 


that he was above aver 
power of concentration 0 
During the examination 
towards the door, and lis 


§13- Speech Defects 


US KINDS ARE SAID TO OCCUR IN 
chool children. 


SPEECH DEFECTS OF VARIO 
about one per cent of all s 
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Sometimes the development of speech is delayed. ere 
the possibility of mental defect must always be kept in 
mind and other evidence of delayed development looked 
for. Sometimes the acquisition of the power of speech 
seems to lag behind other faculties, but this is very 
rare, and if the question of general dulness is eliminated 
by intelligence tests, then some specific cause such as a 
neurological lesion or deafness should be suspected. It us 
well always to treat retarded speech development asa Selly 
ous symptom and never to make an optimistic diagnosis 
that the child will grow out of his trouble. If we are frank, 
we must admit that such a course is either a confession of 
ignorance or a method of postponing judgement. 

Disorders of articulation are common, but parents sel- 
dom take them seriously unless they are marked. Defec- 
tive pronunciation takes various forms, the transpos!- 


tion of letters, usually consonants, s 


uch as the use of w 
instead of r ( 


as wabbit for rabbit), being a common ex- 
ample. Many of these cases are simply th 
habits and respond quickly to training 
there is a deeper significance. The persistence of baby 
talk is often encouraged by parents. The words or ex- 
pressions coined by the infant when he was first begin- 
ning to speak may be perpetuated by common usage in 
the family, and the child, pleased by the amusement he 


causes and the attention he thus attracts to himself, con- 
tinues to use them. This 


lem when he goes to sch 


probably have been over- 
and so he will “rise” 


e result of faulty 
, but sometimes 


may form the basis of a prob- 
ool, because such a child will 
protected or “spoiled” at home, 


to the teasing he will almost cer- 
tainly get from his school fellows. 
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Adenoids, cleft palate, or palatal paralysis may all have 
a marked effect on pronunciation. There is no such 
thing as “tongue tie” and any operation on the frenum 
of the tongue is not to be recommended. It will have no 
beneficial effect at all unless as a method of suggestion. 

When, in an obviously intelligent child, mal-pronun- 
ciation persists to a late age, the hearing should be ex- 
amined to ascertain if the patient is tone-deaf. If there is 
any diminution or distortion of auditory discrimination, 
speech will be heard in a distorted form, and reproduced 
in a similar way. 

A girl of eleven, well developed and alert-looking, 
used what at first seemed to be a meaningless speech. 
She could understand all that was said to her provided 
she could see the speaker's mouth and read the lips, but 
she was quite unable to understand anything said by 
anyone whose back was turned towards her. She could 
not distinguish between a short blast on a whistle and 
the sound of a bell, or a musical box and a toy piano. 
She was deaf to the upper wave lengths, but was so clever 
in lip-reading that the fact had not been recognized and, 
as in all such cases, she could hear sounds of low pitch just 
as well as a normal child, and so could pass ordinary 
rough tests of hearing. Tone-deaf children la spe- 
cial speech training and educational methods if their 
language is to improve and they are to take their proper 


place academically. 


In the more aggressive type © 
vulgar accent is often 


he assumes. It may serve the pur- 
ding an over-correct parent. 


f “difficult” child, a 


coarse, uncultured, or acquired as 


part of the character 
pose of irritating or offen. 
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When this happens it should be looked on as part of the 
larger disturbance, and it will disappear when the major 
difficulties clear up. 

Stuttering and stammering are the defects of speech 
upon which advice is most commonly sought. In stutter- 
ing a part of the word, usually the initial consonant, is 
repeated in an effort to articulate, and in stammering 
there is a halting articulation with rapid repetition of a 
syllable, but the process involved in both is essentially 
the same. 

It is generally agreed that the intimate cause is a 
neuro-muscular incoordination between the groups of 
muscles involved, that there is a hyper-tonicity of the 
muscles, and that the whole disturbance is irritated, oT 
at least aggravated, by emotional stress, especially fear or 
anxiety. It has been observed in some cases that the 
thoracic muscles are in expiration while the abdominal 
are in inspiration. The clonic tremor of the muscles of 
the face and especially round the mouth is well known, 
as is also the fact that certain situations, as when the pa- 
tient is in the presence of a superior in authority, €x- 
aggerate the difficulty. 

Practically all children stammer when they are learn- 
ing to speak, just as they stagger in learning to walk. If 
much fuss is made about this, the habit is apt to persist. 
Also, if in later life any very severe stress occurs so that 
the child is thrown back and adopts infantile ways, such 
a stammer is apt to return. 

There would seem to be a connection between stam- 
mer and the training in handedness, though the popular 
belief that it is caused by training a left-handed child to 
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be right-handed is not by any means always true. It is 
well known that where cross laterality exists, that is, 
when a child is right-handed and left-eyed, or vice versa, 
he commonly has difficulty in learning to read and 
write, and tends to read slowly and in writing to reverse 
individual letters or even whole words. It has been con- 
jectured that, in severe stammerers, the speech centre 
may be on the opposite side to the reading and writing 
centres, and so articulation becomes incoordinate. There 
is room for much experiment in this matter. It is said 
that stammerers are poor in visual imagery, and this may 
have some bearing on the last conjecture. A diminished 
perception of shape may accompany stammering. 
There is a type of physical build and of personality 
common in those who stammer. They are thin, pale, and 
fragile, timid, anxious, and with fleeting and easily 
in short, the anxiety type, and in most 
f anxiety is the first essential in treat- 


g before speech training which is not, 


roused emotions, 
cases the relief o 
ment, even comin 
alone, always fruitfu 

The treatment of 
process. The general 
special attention to CO 


1 of results. 
stammering is a long and tedious 


health must be attended to, with 
nditions in the mouth, throat, or 
breathing passages- Tension of all kinds must be traced 
to its source and relieved as far as possible. Fears must 
be dealt with, and education adjusted. Many stammerers 
work at too high pressure- Every attempt should be made 
to teach relaxation of the muscles that control breathing, 
and quiet, deep preathing first in the recumbent posture 
and then while standing Up should be practised for a 
short time each night and morning. Sometimes it helps to 
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practise before a mirror. With small children blowing 
soap bubbles or inflating balloons is often helpful. The 
muscles of articulation can be exercised by whispering 
words or by singing, commencing with words the patient 
can easily pronounce and passing on to those difficult for 
him. Every care should be taken to strengthen his confi- 
dence and to avoid creating anxiety. k 

During treatment disappointment is common, and it 
is extraordinary how prone a stammer is to return upon 
the slightest emotional upset. And some cases never Te- 
cover completely. 

The tone of the voice may be abnormal. The usual 
“break” may not occur, and the voice may remain high 
pitched. This, with other signs of delayed puberty, always 
calls for further examination. In the schizophrenic ado- 
lescent, the voice is often somewhat high pitched and mo- 
notonous, but this is an affectation or a mannerism rather 
than a definite affection of speech itself. 

Vocal changes in disseminated sclerosis, juvenile gen- 
eral paralysis, and post-encephalitis are characteristic but 
seldom occur. 

In younger children adenoids, catarrh, and enlarged 
tonsils may produce very marked tonal alterations. 

True cerebral aphasias are so rare in children that they 
need only be mentioned. Most of the cases that seem 


at first, to belong to this category will be found on ex- 
amination to have a simple basis. 


§14. Fits and Seizures 


Tue DIAGNOSIS OF EPILEPSY Is N 


OT MADE NEARLY SO FRE- 
quently nowadays as it was, 


because it is realized that 
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there are many kinds of “fits,” apparently of a serious 


type, which are not typically epileptic or, even if they 
seem to be so, do not bring in their train the inevitable 
deterioration and incapacity associated with the more 
serious disease. 

Many children have an occasional fit or a convulsion 
in infancy without any recurrence, and in many cases 
even a series of fits does not always indicate any more 


than a temporary disturbance of general health or nutri- 


tion. 

True epilepsy does, 
though it is infrequent before t 
fit can be recognized by the various stages of its course. 
Firstly the warning, perhaps a feeling of fear or an emo- 
tional storm, then the cry followed by a period of mus- 
ves way, as fatigue sets in, to vio- 
inish in intensity sleep 
ss is always deep and 


of course, occur in children, 
he age of ten. The major 


cular rigidity which gi 
lent contractions. As these dim 
usually supervenes. Unconsciousne 
if the tongue, as often happens, is caught between the 
clenched teeth it may be severely bitten. Urine and even 


faeces may be passed. The minor fit, which may occur in 
ajor attacks, is less severe and 


a patient subject also to m 
porary blurring 


may consist in nothing more than a tem 
the loss of the train of thought, or the 
ften there fol- 


quency of the 
time, and de- 


of consciousness, 
dropping of an object from the hand. O 
d of slight confusion. The fre 
each case and from time to 
al health, mental state, and environment. 
ptic can often be recognized from his 
be egocentric, irritable, 
vs little inter- 


lows a perio 
fits varies in 
pends on gener: 

The true epile 
general character. He tends to 
and liable to outbursts of temper- He shov 
est in outside things and is subject to frequent and sud- 
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den changes of mood, and there is a tendency to blame 
others or circumstances when he is in trouble. This 
makes for difficulty in control and management and m 
addition frequent fits often cause gradual mental deter!- 
oration. And the hopelessness of the outlook does not 
make things easier. 

Seizures other than true epileptic fits can occur at all 
ages in children. Early convulsions may have the same 
significance as the shivering and collapse which are com- 
mon at the onset of any illness. Sometimes convulsions 
accompany teething. Such isolated incidents need not 
be looked upon seriously if the child is otherwise healthy | 
and well. If, on the other hand, he is abnormal tempera- 
mentally or mentally defective, then steps should at once 
be taken to ascertain whether there is any exciting cause 
that can be eliminated. 

After the age of five, certain children become subject 
to minor fits which occur at regular intervals till pu- 
berty, when they cease for no apparent reason. So com- 
mon is this condition that the name pyknolepsy has been 
applied to it. As a rule such cases are not influenced by 
the administration of bromides. 

Anxiety panics may simulate fits. The child suddenly 
becomes pale and trembles all over, breathing and pulse 
are quickened, and he runs for safety to his parent say- 
ing he is afraid. It is often impossible to discover or even 
to guess what the immediate cause is, and often it seems 
clear that it must be within the mind and unrelated to 
what is happening at the time. Sometimes it seems tO 


arise from a fear of being left alone or of some dreaded 
experience which seems imminent. 
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A girl of seven complained of “feelings,” as she called 
them, when she was alone with her father. She was al- 
ways anxious and liable to outbursts of crying and fear, 
but never so acutely as on those occasions. The father 
was a timid man himself, deeply disappointed in his 
marriage and abnormally attached to the child. Her 
panics upset him so much that he was terrified to be left 
in charge of her. This anxiety transferred itself to the 
child and the panics invariably resulted from their be- 
ing alone together. 

A girl of sixteen was seized with terror panic when 
she had to go out, in the hairdresser’s, and in a certain 
room where she was taught dancing. It turned out that 
she thought her face had changed as a result of her own 
evil thoughts, and when dressing to go out she looked in 
the glass, in the hairdresser’s she sat opposite one, and 
there were mirrors in the dancing room. 

In the panic of anxiety there is never loss of conscious- 
ness, but the patient is gripped by such violent fear that 
he is powerless to control his feelings or his movements, 
and he fears that he will faint. Attacks resembling 


faints are not uncommon in adolescence. The patient 


looks pale, trembles, and then collapses, unconscious, 
there is a sympathetic audience or a great 


often where 
hysterical, but 


stir will be created. They may be called 
such a diagnosis will not assist in treatment; in fact, it 
may obstruct it because. it is usual to think that the hys- 
terical patient can control his attacks if he has the wl 
to do so, Nothing is further from the truth, but it is 
hard to convince the lay mind that, for instance, a “fit” 
occurring in a public place where it will attract atten- 
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tion is not consciously staged by the patient. The physi- 
cian, approaching such a case, asks two questions. Why 
is it necessary for the patient to attract attention, and 
why should that particular method be used? If these 
questions are put dispassionately, the investigation is 
well begun. Real fainting attacks have a physical basis 
in some condition affecting the circulation in the brain, 
and the cause must be discovered if treatment is to be 
rational and effective, but even in these cases an emo- 
tional factor will often be found. 

Seizures occur in many rare conditions such as tetany, 
narcolepsy, myoclonus, and juvenile general paralysis, 
and in such cases the general condition of the patient 
and the collateral symptoms will aid in the diagnosis. 

The origin of seizures is complicated and many theo- 
ries have been put forward to account for them. They 
may be due to irritation of the cortex of the brain and a 
subsequent excitement of the muscles controlled by the 
area affected. This is known to be the case in Jacksonian 
epilepsy where pressure through injury or a tumour 
causes spasm of a limb or a segment of the body. Occasion- 
ally they are allergic. 

Sometimes fits follow the taking of certain articles of 
diet, as in a boy of nine who was perfectly well so long 
as he ate sparingly of starchy foods but had convulsions 
after eating tarts or cakes in excess. 

There is no doubt that mental and especially emo- 
tional excitement, by raising the tension within the 
nervous system, tends to seizures in those constitution- 
ally predisposed to them, and so the relief of tension is 
the first step towards cure. The circumstances and needs 
of the patient must be carefully investigated and ad- 
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justed as far as may be possible. Security, regular life, 
oon plenty of interesting and occupying work are essen- 
tial. This course should be followed even in true epi- 
lepsy. 

As a rule, bromides are not good for children unless 
perhaps in genuine epilepsy- Calcium deficiency is com- 
monly a contributory factor and should be corrected. It is 
hardly necessary to say that seizures generally indicate 
that all is not well with the general health, and all pos- 
sible hygienic measures should be taken as a basis for 
treatment. Diet should be regulated, special care being 
taken to discover and avoid any food to which the child 
seems sensitive, elimination must be promoted, and 
regular exercise, work, and rest prescribed. 

In all cases seizures must be taken seriously by the 
physician so that no possible therapeutic approach may 
be missed, but at the same time is should be made clear 
t “fits” are not necessarily of great impor- 
tance, and that a child who has one oF two is not pre- 
destined to a life of insanity or even invalidism. The op- 
roach is of the utmost value. 


to parents tha 


timistic app 


§15- Psychoses in Children 


N THE FORMS REC- 


Psycuosis 1s UNCOMMON IN CHILDREN I 
depression 


ognized in adults. As adolescence approaches, 
may occur and the early symptoms of schizophrenia can 
develop. Uncontrollable excitement resembling mania 
sometimes attacks young children and certain rare forms 
of dementia are occasionally met with. Juvenile general 


paralysis seldom occurs before eleven. 
The psychoses in young children are formless condi- 
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tions and so far they have not been classified. The com- 
monest symptoms are excitement, over-activity, and Vid; 
lent behaviour. Attention is fleeting and conversation is 
incoherent. 

A boy of six was excluded from school because he re- 
fused to sit at his desk and ran around the room continu- 
ously, interfering with the other children, shouting, and 
often running outside without permission. At home he 
was less excited, but still extremely troublesome, and his 
parents, kind, sensible people, were at a loss to know how 
to handle him. The only way to restrain him was by seda- 
tives. He could not be brought to interest himself in any- 
thing long enough to calm his constant activity. He was 
sent to a residential home where treatment was available, 
but the excitement continued. 

It is important to differentiate such cases from those 
where a highly reactive but otherwise normal child is 
suffering from serious mental strain. A boy of eight was 
reported to be unmanageable. He was noisy, destructive, 
and completely out of control. In the hope of calming 
him he was put to bed, but there he stripped himself of 
his clothing, tore the paper from the wall, and tried to 
set fire to his curtains. He was doubly incontinent. The 
excitement continued for about a week, during which 
time he had had very little sleep and hardly any food. 
There were many disturbing things in his home. The 
mother and father were not married and the boy knew it, 
and there were continued threats that they would sepa- 
tate. The boy feared that he would be deserted. This was 
only one of his fears. He was removed from his home to. & 


small hospital and from the moment of admission all his 
symptoms ceased. He was not psychotic, 
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In older children the symptoms more nearly resemble 
those typical of mania in adults. 

A boy of thirteen became violently excited at board- 
ing-school, one of his first acts being to make a sexual at- 
tack on a woman member of the staff. He gradually be- 
came worse and when seen about a month later he had 
completely lost touch with reality. He was standing up 
in bed, naked, describing vividly a burning house which 
he believed he could see from his bedroom window. He 
pointed out the engines and fire-escapes, and the firemen 
saving the occupants with their ladders. He hailed the 
physician as an old friend and could see war medals on 
his chest. Though the excitement declined considerably 
and there were normal periods, the patient had not 
completely recovered one year later. 

In children before adolescence, excitement is often 
combined with a considerable degree of confusion, and 
occasionally this is the more noticeable symptom. There 
is a marked clouding of consciousness and the child loses 
touch with his surroundings. Attention in school is im- 
possible and as a rule mental defect is diagnosed. From 
a practical point of view these children are defective, 
but strictly speaking they are not. It is important to Te- 


alize this because in some cases treat 
gup the confusion and so releasing the in- 


ment can be effec- 


tive in clearin 


telligence. ) 

In depression the picture is typical. Usually the child 
who is approaching adolescence is described as slow, soli- 
tary, and lacking in interests. School work falls off and 
games lose their attraction. There may be crying spells 
and a morbid interest in religion, with fear of death and 
ultimate destruction. Often some incident seems to have 
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determined the onset, but careful enquiry discloses that 
the depression has been growing for some time, even be- 
fore the catastrophe. 

The appearance of the patient is typical. His move- 
ments are slow and stiff, especially in the large proximal 
joints; the finer movements of the fingers are not so af 
fected. The expression is more dull than anxious and a 
smile is rare. Speech is monotonous and slow and a 
minimum of words is used. It is impossible to arouse 
enthusiasm about anything, but the illness, the hopeless- 
ness of the future, and the failures of the past may be 
openly discussed. The outlook in such cases is good, re- 
covery gradually taking place after three or six months. 
The patient should be removed from school and relieved 
of strain as far as possible. No study should be attempted, 
but open-air work substituted as far as he feels capable 
of doing it. All the bodily functions are usually sluggish, 
so general health must be attended to and a regular rou- 
tine prescribed with plenty of rest and good food. It is 
unnecessary to attempt any direct treatment of the men- 
tal symptoms, for to dwell on them will only tend to fix 
them in the mind after the actual illness is over. They 
are secondary to the general condition and will disap- 
pear if left alone. It is unwise even to try to dispel the 
patient’s worries by reasoning with him. There is no 
medicinal treatment which has much effect on the course 
of the illness, but during the stage of recovery ordinary 
tonics are helpful. In some cases it may be advisable to 
remove the patient from his home because it is hard for 
parents to refrain from trying to influence their chil- 
dren’s minds by arguing with them, cheering them up, 
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or even telling them “not to be silly.” All this throws an 
added strain on the child, as do all the complicated emo- 
tional relationships that exist in the ordinary family. 
The difficulty is to find suitable places for the treatment 
of such cases. 

Adolescence is the epoch when the most serious and 
most frequent mental disease, schizophrenia, first appears. 

It may be considered as an exaggerated and incom- 
plete adolescence which persists and becomes more and 
more distorted with the passage of time. Usually the 
onset is insidious, so much so that the change is not rec- 
ognized by those living close to the patient, and it is left 
to some outsider to realize that something is wrong. Oc- 
Casionally there is a history of a violent episode appar- 
ng the illness, but the characteristic per- 


ally be found to have been there before. 
the more 


ently inaugurati 
sonality will usu 
The nature of onset is important in prognosis; 
gradual it is, the less the chance of recovery. In cases of 
apparently sudden onset, however, it must be deter- 
mined that pre-existing symptoms had really been ab- 
sent. Often the first noticeable sign is lack of interest in 
real things, and an increasing tendency to day-dream. 
The patient becomes solitary and avoids contact with 
others as far as he can. There is emotional blunting and 
relatives often complain that his affections have become 
dulled, and there are angry outbursts, often of an abu- 
Sive kind, or even physical violence against those nearest 
to him. There is lack of co-ordination between thought, 
emotion, and action, so that conversation and behaviour 
seem silly and unrelated to the circumstances. Fantastic 
Ideas may develop, usually based on a distorted and ex- 
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aggerated feeling of self-consciousness. The patient im- 
agines that he is the centre of attention. Everyone looks 
at him and even strangers in the street notice a curious 
look in his face and make remarks. He becomes suspicious 
and thinks that others can read and influence his thoughts. 
Often guilt feelings make him imagine that he is being 
accused of wicked misdeeds. His interests lie in abstruse 
things, such as archaeology, philosophy, or morbid re- 
ligion, and there may be abnormal preoccupation with 
bodily functions and health. Complicated diaries are 
often kept, recording unimportant feelings and impres- 
sions rather than incidents, and collections of cuttings 
or pictures of an indecent kind. The manner is off-hand 
and stilted and speech verbose and complicated almost 
to the extent of incoherence. This attitude can be very 
irritating to those in authority and, if it appears early, 
may call attention to the condition through complaints 
from school. In boys there is often unnatural preoccupa- 
tion with sexual development, and in girls the menses 
may be suppressed. 

The difficulty in diagnosing schizophrenia in early 
cases is that it is so like a distorted adolescence that the 
exact line between the normal and the abnormal is hard 
to draw, and especially because it so often attacks just 
those children in whom it appears as an exaggeration of 
their ordinary temperaments. 

A school doctor read a diary which had been handed 
in bya fourteen-year-old boy after his summer holiday- 
It did not record many of his outings, but was full of de- 
scriptions of his sad feelings in the sunset and worries 


about his future. In one place suicide was mentioned. 
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The parents had noticed nothing unusual. He was always 
a solitary boy and had been, as they thought, his usual 
self throughout the summer. On his return to school his 
form master noted that he had become very bumptious 
and unwilling to conform to the rules of the class or do 
ordinary school work. When interviewed he said that he 
was tired of school and could learn no more there. He 
had made up his mind to leave and become a writer so 
as to be independent and help to support his mother. 
This was all very normal apparently except for the way 
in which he went about it. His manner was offensive 
and truculent, he behaved with no consideration for 
others, and the stuff he wrote was infantile and meaning- 
less “poetry” which neither scanned nor rhymed and 
meant nothing. He had obtained several competent 
opinions on his work, all extremely unfavourable, and 
he merely said the critics were fools. He had begun to 
behave very rudely to his mother and had struck her 
more than once. The father could not believe that any- 
thing was wrong and so refused to allow him to be sent 
to hospital, but after he began to run away and stop out 
all night, action had to be taken. 

A highly intelligent boy left school at sixteen and was 
apprenticed to the clerical department of a large store. 
The first day he was there he suddenly picked up an ink 
pot and flung it at the manager who was walking through 
the room. When seen next day he showed all the signs of 
acute schizophrenia. His recovery was rapid. 

The cause of schizophrenia is unknown. There is no 
clear evidence that heredity is a factor and though the 
general health is often poor, physical causes may be ruled 
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out as of only secondary importance. Changes in the sex 
glands have been described and treatment with various 
extracts recommended, but so far no success has been met 
with. 

The main treatment must be directed towards correct- 
ing the patient’s distorted attitudes. He must be kept as 
closely as possible in touch with reality, and opportunity 
for day-dreaming minimized. If he has a healthy interest 
in anything outside himself, it should be stimulated as 
much as possible. Responsibility is to be encouraged and 
association with a few good friends. It is not good to 
leave the potential schizophrenic too much to his own 
devices. He should be kept at work as long as practicable, 
provided of course it is not too strenuous and his life is 
regulated so he has a minimum of time to himself. There 
will come a limit in many cases beyond which such recom- 
mendations cannot be put into practice, but they should 
be persevered with as long as possible, because withdrawal 
from work and ordinary activities is usually followed by 
exaggeration of the symptoms, if only for the time being: 

Good general health should, of course, be fostered 
and simple nutritious diet and regular rest ordered. It is 
not good to encourage the tendency to lie in bed late in 
the mornings. This fosters day-dreaming and gives greater 
Opportunity for masturbation which is common in these 
cases. 

There has been a great deal of discussion as to whether 
young children whose personality seems to suggest schizo- 
phrenic tendencies should be treated in the hope of 
changing their temperament and so avoiding trouble 
later. It is a good thing in such cases to try to draw such 


190 


PSYCHOSES IN CHILDREN 


children out of themselves, and to direct their thoughts 
from themselves to outer things, but it is doubtful 
whether the essentials of any character can be changed. 

Occasionally symptoms resembling those of schizo- 
phrenia are seen in very young children and various 
names such as dementia infantilis or praecoxissima have 
been applied to the condition. Such cases are rare and 
always of serious prognosis. There is a gradual dilapida- 
tion of all the faculties, and it seems impossible to gain 
sufficient access to the mind to influence the course of 
the illness. 

Juvenile general paralysis occurs in children after the 
age of ten and shows itself by a gradual deterioration of 


the intelligence and a falling off in social adaptation. 


Often the school report, showing gradual and unex- 


plained failure, is the first indication that anything is 
Wrong, though sometimes the child himself complains 
that he is becoming less able to do things. 

There may be none of the ordinary signs of co 
tal syphilis, and so noticeable is their absence that it has 
infection is not congenital but 


ngeni- 


been suggested that the 
has taken place at birth. 

In an established case the appearance is typical. In the 
earlier stages, the child becomes heavy, ungainly, and 
clumsy, and there is marked motor incoordination, so 
that the gait is stumbling, speech indistinct, and writing 
illegible. The pupils are often irregular in outline and 
do not react to light. There are tremors, most noticeable 
and facial muscles, and the reflexes 
markable deterio- 
on seizures may 


m the hands, tongue, 
are exaggerated. There is usually a re 
Tation in behaviour and habits. Later 
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occur, and wasting and paralysis supervene, death result- 
ing from some inter-current affection. l 

The remedies used in adult cases should be applied, 
including malarial inoculation, but the prognosis is bad. 

In adults the presence of hallucinations is usually 
looked upon as an almost definite sign of insanity, but 
in children this is not the case. Young children do noi 
readily discriminate between reality, dreams, and imagi- 
nation, and they often say they “see things” around ther 
without showing any other signs of personality dis- 
turbances (see §2). 

If the child is in an acutely hallucinated state, then the 
symptom is of importance as evidence of the degree of 
mental disturbance present, but otherwise hallucina- 
tions, or at least imaginary visions, need not be looked 
upon as anything more than a sign of anxiety, or maybe 
a high temperature. 

Many epileptic children become psychotic and dete- 
riorate apparently as a result of or at least coincidentally 
with the persistence of fits. The whole question of fits was 
discussed in §14. 

The general principles to be kept in mind in dealing 
with the psychoses in children are that they can be simu- 
lated by serious emotional disturbances in compara 
tively normal children, that the diagnosis or classificatio® 
is still in a very chaotic state, and that the first essentials 
in treatment are the observance of ordinary rules of 
health and regulation of the every-day life routine. 

If general measures fail, then a direct attack must be 
made on the symptoms, but this is a long, difficult, and 
often not very hopeful procedure. 
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§16. Anxiety 


ÅNXIETY 1s THE COMMONEST NERVOUS-DISTURBANCE IN 
both children and adults, and it accompanies to a greater 
or less extent almost any disorder of personality or be- 
haviour. It is, af course, a normal response to certain 
types of situation when doubt or insecurity is present. 
It is closely allied to fear, though it leaves more to the 
imagination. Anxiety is a dread of what may happen, 
the actual details of the possible catastrophe being as yet 
unknown, so it may, and often does, exist in regard to 
Possible events which never happen or are never likely 
to.* 

Anxiety as a symptom of nervous disturbance may oc- 
Cur as panics, the patient being comparatively calm be- 
tween times, or as a chronic state of dread, often without 
definite reason but even more distressing to the patient 
because he cannot assign a rational cause to it. In addi- 
tion to these feelings, which vary with the form of the 
Case, there are always certain definite signs and symptoms. 
There is a general appearance of agitation, and the pa- 
tient is restless and fidgety. He is often unwilling to talk; 
when he does his conversation lacks cohesion and he says 
a few words now on this subject and now on that, so that 
it is hard to get a complete picture of what is in his mind. 
The hands and feet are cold and damp, and there are sud- 
den flushings and sweats. The muscles are tense, and there 
is often fine tremor, most noticeable in the fingers and in 
the muscles of the face. The pupils are dilated.and some- 
times unequal, and in severe cases they can be seen to di- 


ety and nervousness, see page 141. 
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* Ss. i, F 
For distinction between anxi! 


late momentarily as the result of any sudden disturbance, 
such as a loud noise. There is extreme sensitivity to all 
outside stimuli. The reflexes are increased, sometimes so 
much so that walking is interfered with and all voluntary 
movements are exaggerated and clumsy. j 


Enuresis, train-sickness, sea-sickness, night sweats, night- | 
mares, and fear dreams are common and there may even 


be incontinence of urine and faeces both by day and by 
night. 


the cause and the nature of the condition. 


of mental energy through limitation of activities on 
which it should be expended. This isa common condition 
and occurs usually in intelligent children of sensitive tem- 
perament and keen imagination. Very early in life those 
children begin to show more activity than is usual, and 
attempts are made to curb what is considered to be bad 
and uncontrolled behaviour, It may be recognized that 
they are intelligent and, if so, they are usually thought 
to be using their wits to annoy and so are disciplined 
still further. As time goes on and they do not settle | 
down, the parents become anxious and, quite wrongly, 
decide not to send them to school because it is supposed 
that their brains are too active and they must not be 
pressed. The real need, for occupation and outlets for 
energy, has not been recognized, and so the condition 
goes from bad to worse till about the age of seven OY 
eight a real anxiety state supervenes. The accumulation 
of mental energy has raised all the activities of the brain 
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There may be palpitation and shortness of breath. 


The exact form of the emotional distress varies with 


Physiologically, anxiety results from the damming up | 
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to a high tension, and all its functions are exaggerated. 
So it is that the fears that are latent in all human beings 
come to the surface, and these fears are of ordinary 
things and natural phenomena such as the dark, wind, 
thunder, fire, water, animals, noise, sickness, death or 
destruction, poor, deformed, or dirty people, strangers 
and new places. The treatment must be to arrange for 
adequate occupation, especially in academic subjects, 
and to improve the general health. A state resembling 
acidosis sometimes occurs in such cases, but the origin is 
Not chemical but mental. 

A boy of seven began to make a habit of crying at bed- 
time, and the mother sought advice. It turned out that 
the crying was only the climax of increasing nervousness 
which had been developing for some time. His sleep had 
been disturbed and he had wet the bed a few times. He 
had begun to avoid his friends, saying that he felt sick 
and did not wish to go out to play with them. One 
Story, very typical of such children, was that he had been 
to a party where he became so excited and violent that he 
_ had to be removed, screaming, from the room and taken 
home. He had been sick in the car on the journey. He 
Was anxious when faced with the physician because he 
thought he must be ill if he had to see a doctor and he 
had a dread of illness, but he soon talked of his fears, 
hurriedly, excitedly, and dramatically. He was afraid of 
the dark and the things he dreamed of at night. He was 
Sure that someone was coming to take him away and he 
dreaded the idea that he might be separated from his 
Parents—that was, to him, to be alone. His crying attacks 
had dated from his seeing a poor woman in the street. 
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He thought she must be very much alone to get into such 
a dreadful state and he was sorry for her. He wanted to 
learn to read and write and had never been allowed to, 
though he had taught himself some letters on the quiet. 
He was very intelligent and of an enquiring turn of mind, 
and he felt that being unable to read prevented him from 
knowing lots of things which he would otherwise under- 
stand. Three months’ good education, during which he 
made about one year’s average progress, cured his fears. 

Parents who are abnormally anxious often convey 
their anxiety to their children. It may be argued that 
the lack of security afforded by the unstable parents is 
the real cause, but however this may be, anxiety can be, 
and often is, communicated. 

A couple brought their daughter of seven for advice, 
complaining that she could not leave the house for any 
purpose without one or both of them. They brought the 
child into the consulting room and there was a great fuss 
when they were asked to leave her alone with the physi- 
cian for a short while. They declared that she would not 
stay and the child looked miserable, anxious, and afraid. 
At last she was detained, almost by force, and the par- 
ents left the room. As soon as their footsteps had died 
away she settled down peacefully. She was much calmer 
as soon as they were away from her, and became quite 
friendly and talkative. 

The parents were both anxious people, childish in 
their outlook, who had in their turn been over-protected 
by their parents, and they felt strange with each other, 
even though they had been married ten years. They 
were like two children out for the day, wondering when 
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their parents were coming to fetch them home. No won- 
der that the atmosphere was charged with anxiety. The 
child was intelligent, sensitive, and imaginative, and 
absorbed the tension so that she, in turn, became anxious 
too. When the parents were given the opportunity of 
discussing their own difficulties at intervals over a period 
of several months, their anxiety began to clear up and 
the child, who also gained security in visits to the physi- 
cian, settled down and was able to return to school and 
engage in her ordinary activities again. 

More complicated are those cases where the anxiety 
arises from some particular circumstance in the mental 
life of the child. Then the physical signs and symptoms 
are less marked, and the anxieties are more circum- 
scribed and more abnormal. The child may be anxious 
about only one thing; for example, that, owing to some 
influence on his part, his parents may die, or that he 
may be “sent away” for being naughty- 

Such anxieties are often accompanied by depression, 
and not infrequently obsessions are associated with 
them. The child fears that if he does not obey the obses- 
sional compulsions, the calamity he dreads will come 
about. Sometimes fears of illness amount to hypochon- 
driasis, though this is not common before adolescence. 
Usually the cause lies in some deep guilt feelings about 
unworthy thoughts or actions. A boy of fourteen, who 
Was acutely anxious about his own health, had let him- 
Self imagine how nice it would be if his parents were 
dead so that he should be free to do as he liked, and the 
revulsion of guilt made him fear that he would die as a 


punishment. 
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An adolescent girl feared that she might fall down in 
a faint if she went out alone, and so her mother had to 
go with her. She was very fond of her father and became 
aware one day that she was, for that reason, jealous of 
her mother. She felt this thought so wicked that she 
could not allow the mother to go out alone in case some- 
thing happened to her and so she developed symptoms 
which prevented her mother from leaving her side. They 
even slept in the same room. 

Such cases require considerable investigation if they 
are to be understood, and they cannot be effectively 
treated unless the basic cause of the anxiety is discovered. 

In older children anxiety may result from hyper-ac- 
tivity of the thyroid gland. This is not common but 
should always be kept in mind and other signs of hy- 
per-thyroidism looked for. 

In general it may be said that signs of chronic anxiety 
or momentary panics are always danger signals and indi- 
cations that further investigation is advisable. 


§17. Disturbance of Sleep 


In THE VERY YOUNG CHILD SLEEP IS PHYSIOLOGICAL—THAT 
is to say, it depends on repletion and bodily comfort and 
it will be most commonly disturbed by hunger, physical 
discomfort, or illness. A- baby may fall asleep immedi- 
ately after a display of emotion, such as temper, but the 
older child will be disturbed and have difficulty in set- 
tling down. This is because sleep and its disturbances 
depend, in the older child, on the mental state more 
than the physical conditions. A tired, healthy, and peace- 
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ful child can sleep in a swaying and noisy train or dur- 
ing a bumpy journey in a motor car. There is no greater 
barrier to sleep than a disturbed mind, whether it be 
from fear, excitement, guilt, or sadness. 

The child who is put suddenly to bed in the middle 
of an exciting game or a violent romp Or just on return- 
ing from a noisy party may have difficulty in getting off 
to sleep. His pulses are quickened and his mind is full of 
excitements, and it is hard to attain the essential peace 
and relaxation. 

Going to bed is associated wit 
ness is, of course, often peopled by the imaginative child 
With all manner of evil beings such as ghosts, goblins, 
and devils. The light outside casts shadows which to 
drowsy anxious eyes may resemble spectres, and they 
move and change as curtains and lamps swing in the 
Wind. One little girl could not sleep when moved into a 
Strange bedroom. It turned out tha 
sleeplessness was fear of a “little nigger boy” money-box 
€n' the mantlepiece. The street-lamp below shone di- 


agctly upon it. While at the seaside she had been naughty 


and bad tempered, and an uncle had pointed out a min- 
strel on the beach, telling her that if she was not good 
the black man would come and take her away. It was this 
fear of black men that was aroused by the money-box 
But there are unformed fears which come in the dark, 
those remnants of protective reactions which were valu- 
able to our remote ancestors an 


h many fears. The dark- 


t the cause of her 


d which now crop out 


pest they are—he is afraid, he does not know of what, 
i d for the adult to under- 
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stand and is too often met by jeers and the advice “not 
to be silly”—why be afraid if you don’t know what you 
are afraid of? Often the child will invent some object or 
idea to explain his fear and to avoid the need of saying 
that he does not know, and this is why children often 
allege causes of fear that are clearly untrue, and do not 
carry conviction. 

Fear of death in the night is not uncommon, esp& 
cially in highly intelligent children. They overhear their 
elders talking of death, of “passing away,” and maybe of 
someone who died in his sleep. Sometimes prayers ask- 
ing for protection during the night and containing some 
such phrase as “If I should die before I wake” arouse 
fears that death may come suddenly. One young adoles- 
cent who was much disturbed in this way asserted that 
her fears were first aroused by a teacher drawing a moral 
from the sudden death of a school fellow. “Jane was 
here yesterday,” she said, “and she is dead today. Any of 
you might be dead tomorrow.” Sometimes there is a fear 
that the house will get on fire while the inmates are 
asleep. After a particularly distressing fire in the West 
End of London in which several people were killed, 
quite a number of children expressed fear at night that 
they would be burned in their beds, and many woke UP 
and cried if the fire engines passed in the night with 
their bells ringing. 

One of the commonest bed-time disturbances is fear 
of the parent's going away. This is usually an indicatio” 
of insecurity. This desertion fear may occur in the over- 
dependent child who cannot bear to let the parent out 
of his sight, or the normal child who feels neglected and 
afraid that he will be deserted altogether. 
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Naturally anxiety in the child, whatever may be its 
cause and whatever its form, tends to produce or at least 
to accentuate these fears, and very commonly the anxious 
parent communicates his anxiety to the child. 

One parent said, “I wonder why it is that my child 
goes to sleep every evening quite peacefully, except 
when I am going to a dinner party,” and another, who 
Was principal of a large boarding-school, “Why is it that 
my daughter always sleeps badly when my mother is 
Stopping in the house?” 

Guilt feelings, like all other emotions, crowd in on 


the mind in the dark. Often a child begins to cry and 
him there isa confession 


ay. Evil thoughts 
girl who was 


when the parent goes to comfort 
of some fault committed during the d 
are often put into words then. One little 
passing through a phase of inquisitiveness about sex and 
always started to cry just after going to bed would tell her 
mother all the “dreadful” things that had been in her 
mind that day. Any sorrow similarly is more acute in the 
€vening, and often the welling up of sadness begins be- 
fore bed-time. The beauty of a quiet summer evening 
in the country or the coziness of the fireside in winter 
Often starts a train of thoughts which lead, near bed-time, 
to a flood of tears. 

Children often court sleep by holding or 
Cuddling some beloved article. Sometimes it may be 
Only a kind of comforter, as in the cas¢ of one little girl 
Who always went to sleep sucking her finger rolled up in 
the corner of a particular counterpane, OT it may be al- 
Most in the nature of a fetish. One adolescent girl could 
Not go to sleep unless she hada crochet-hook with a short 
Piece of thread attached to it. This represented a dog- 


sucking or 
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whip which had been her greatest comfort in her young 
days. Sometimes a fragment of fluff pulled from a woolly 
toy or the blanket is used to tickle the face. 

Masturbation at night is often a sedative. The child 
learns that after it there comes a relief of mental ten- 
sions and a drowsiness that passes insensibly into sleep, 
and so the habit is cultivated as an escape from the tor- 
ment of wakefulness. i 

During normal sleep every child moves about a good 
deal. There is periodic stretching of the arms and legs 
and frequent turning from one side to the other. But 
there are other movements and habits which may be in- 
dications of nervous disturbance. One of the most dis- 
tressing to parents is head rolling and banging, which 
was discussed in §7. There is no adequate explanation 
of these symptoms but they are probably habitual rhyth- 
mic movements that are in themselves pleasurable and 
which occur while the control of the will is in abeyance. 
Perhaps they are related to tics and they usually indicate 
anxiety. It should always be remembered that these 
habits are not uncommon in mental defectives. 

Grinding the teeth is more unpleasant than impor- 
tant. There is little evidence to connect it with worms} 
if anything it is merely a sign of slight nervous tension. 
Talking and walking during sleep are usually the motor 
response to dreams, and as such they indicate anxiety or 
mental stress. Children seldom injure themselves while 
sleep-walking, and when they are found the best plan is 
to lead them quietly back to bed, if possible without 
waking them. 

Dreams vary much in their effects. The ordinary 
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the door may be unlatched. Often the compulsions are ac- 
companied by the fear that if they are not completed, 
the child will die before morning. Such difficulties must 
be treated on general principles, but in no circumstances 
must force be used. 

The advisability of giving sedatives at night must be 
decided in each individual case, but as a rule they should 
be avoided if possible. 

Normal sleep is evidence of health, and any interrup- 
tions should be investigated in detail in every case be- 
cause here may be obtained valuable indications, not 


only that disturbances of personality exist, but also of 
their nature. 


§18. Mental Deficiency 


Lack OF INNATE INTELLIGENCE IS A COMMON CAUSE OF 
anomalies of behaviour and personality. The child 
who is incapable fully of understanding his surround- 
ings, of adapting normally to them, and of holding bis 
own among his fellows is prone to develop a distorted 
outlook and his incapacity will show itself in many dj 
rections. 

It has long been recognized that some persons are 
handicapped by an inability to think and act as quickly 
as others, and that many adults are undeveloped menr- 
tally, even to the extent of childishness, but it is onlY 
comparatively recently that the degree of backwardness 
of the individual has been measured with any accuracy: 
Now by the use of the intelligence tests (see page 24)» 
mental defect can be diagnosed with certainty. 
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The mental defective is one whose brain has failed to 
develop normally before birth, or in whom the growth 
of the brain has been hindered by some circumstances at 
birth, or shortly after. Some reserve the term “congeni- 
tal” for those cases where the condition depends on 
faulty antenatal development. The cause is often ob- 
scure. 

In the congenital cases heredity certainly plays some 
part, but often no such taint can be traced. Sometimes, 
as is often the case with Mongols, the defective comes at 
the end of a large family when, naturally, the parents 
are getting old, but the only child of young parents may 
be Mongolian. Constitutional disease in the parents, 
€specially syphilis, may be responsible. 

When the condition dates from birth or shortly after, 
the picture is different because the brain injury is then 
More likely to give rise to focal symptoms of one kind or 
another, such as paralyses, blindness, or trophic bodily 
changes. One group, the thyroid and pituitary cases, de- 
pend on disturbances of the secretions of the ductless 
glands. 

The defective may be consid 
Medical, social, educational, and 

A routine medical examination © 
genital mental defective yields little in 
agnostic value. The so-called stigmata 
are not now considered to be of much 
they are found in children whose men 
In younger children and in the history © 
Signs of late development may arouse sus 
Should suck vigorously in his first days; 
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f the ordinary con- 
formation of di- 
of degeneration 
importance since 
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f the older ones, 
picion. A baby 
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he can fix and follow a light with his eyes; while at three 
months the eyes focus together in conjugate movements. 
He tries to hold up his head at two months and to sit up 
at three, while at six months he usually is able to sit up 
unaided. At nine months he pulls himself up and at a 
year he can stand and tries to walk. At eighteen months 
walking is usually mastered. The date of the first actual 
words is difficult to fix, but sounds such as “Mum” and 
“Dad” may be made at nine months. 

Mentally deficient children can be well grown and 
handsome, and their physical perfection may be mislead- 
ing until an estimation of the intelligence is made. Such 
children are unfortunate especially if their intelligence 
is not so low as to render their defect obvious. A hand- 
some, round-faced, blue-eyed, and dimpled girl of thir- 
teen was always in trouble in school because of inatten- 
tion and lack of application. She was reported also to 
be sullen and sulky and at times actually rude. Her men- 
tal age was about eight years, and her capabilities in 
reading and arithmetic under five. She was deeply con- 
scious of her own failure because she was constantly be- 
ing taunted with it, and was depressed and sullen, be- 
cause she would have to leave school very soon, and knew 
she was incapable of tackling any moderately good job. 
Her sister, a much less handsome girl, was an efficient 
secretary, and the patient was acutely aware of the im- 
possibility of ever doing as well herself, She was, in fact, 
a very well socialized and capable girl for her age, and it 
was hard for the casual observer to realize her real handi- 
cap. 

Apart from the simple congenital defectives, there 
are certain clinical types which can be easily recognized. 
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The Mongol is one of the most interesting. The name 
was coined because of the resemblance to Mongolian 
races and these children have certain features in com- 
mon. Growth is stunted generally, and bodily develop- 
ment delayed. The eyes are oval and slope downwards 
towards the nose. There is: often a marked epicanthic 
fold. The nose is squat, the occiput flat, and the cheek 
bones high. The eyelids are often puffy. The tongue is 
long, thick, broad, pointed, and coarse, and covered 
With furrows which are not congenital, but result from 
Constant protrusion and consequent drying of the mu- 
cous membrane. The lower jaw often protrudes. Saliva 
May dribble from the mouth which often hangs open. 
The little finger is usually stumpy and though the hands 
are broad and short, they are not so square as in the cretin, 
Whose fingers are almost all the same length, as if the ends 
had been chopped off. The hair is sparse. 
vays defective, but they are as a 
things in an 
f the immo- 
playful, and 


Mongols are almost aly 
Tule trainable and will learn to do many 
imitative way. Speech is difficult because O 
bility of the tongue. They are affectionate, 
amusing, and seldom have serious vices. 

The cretin resembles, though only su 
Mongol in that he is stunted in his growth and the face 
is flat and somewhat wizened, but the typical facial pe- 
Culiarities are different. The palpebral fissures are nar- 
Tow but horizontal. The tongue is proad and thick, but 
smooth. The subcutaneous tissue of the face as of the 
body is coarse, so that the cheeks are full, the nose bulgy, 
and the lips clumsy. There may be some infiltration of 
the mucous membranes also, and the tonsils are usually 
€nlarged. The hair is sparse, prittle, scanty, and widely 
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spaced. The skin is dry, coarse, and sallow with a yellow- 
ish tint. The patient is usually constipated and, in fact, 
lethargic in all his bodily functions. It is interesting that 
the signs do not develop so long as the child is being 
breast fed. 

The syndromes resulting from anomalies of pituitary 
secretion are more variable, the commonest being that. 
of Froehlich (the “fat boy” type), but many other lesser 
degrees can be recognized. There is usually some over- 
growth of the subcutaneous fat or of the bones, and 
thirst, polyuria, sugar hunger, headaches, and eye lesions 
should be looked for. There may also be a history of fits- 

Any marked degree of hydrocephalus is usually asso- 
ciated with subnormal mental development, with, in ad- 
dition, focal symptoms of a paralytic of irritative typ® 

Where there has been a birth injury there may be 
paralyses, clonic or athetotic movements, speech defects, 
epilepsy, nystagmus, squint, and innumerable combina 
tions of symptoms depending on what region of the 
brain is affected, 

It is socially and educationally that the mental defec 
tive presents the most serious problems. The individual 
whose intellectual development is seriously retarded 18 
unable to adapt himself normally to others or to con 
pete adequately in employment so as to earn a living: 
and the extent to which he can do so will depend upo” 
the degree of his handicap. 

Now that this can be estimated, certain grades of back- 

, Wardness have been defined corresponding to broad 
limitations. It is known that the development of intelli- 
gence reaches its limit at about fifteen. Thereafter the 


208 


MENTAL DEFICIENCY 


individual acquires knowledge and experience, and can 
Improve the use of his intelligence by practice, but his 
innate mental capacity cannot be increased. Some au- 
thorities believe that mental growth stops even sooner, 
at fourteen. However this may be, there is no doubt that 
the mind does reach a limit of development beyond which 
it cannot go, just as physical growth ceases at a certain age. 
Since the cessation of development occurs at approxi- 
mately the same age for all children, obviously the defec- 
but will always re- 
s where some 
e accurately 


tive will never reach mental maturity, 
main childish. Except in those rare case 
physical cause is known to exist, the child onc 
diagnosed as mentally defective never becomes normal. 
The common prediction of sudden improvement at seven 
years or at puberty is always without foundation. If such 
an improvement really occurs the diagnosis must have 
been wrong in the first instance, and nowadays, with 
tests, there is no excuse for error. 

: The average child of eleven can do most things, and so 
it is taken for granted that the dull adult whose men- 
tality is of that level can earn his living in some simple 
Job, manage his own affairs, and take his place in so- 
ciety. So an intelligence quotient of 70 is the limit be- 
low which the term “mental defect” is applied. Just be- 
low that, between 6o and 70, there is the border-line 
group who may, or may not, be able to live in ordinary 
Society, depending on the inherent stability of their per- 
sonality, their training, and the demands made upon 
them. Then come the feeble-minded, with quotients be- 
tween 6o and 45, the imbeciles between 45 and 20, and 
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At maturity idiots have a mental age of under two 
years, and cannot guard themselves against common 
physical dangers, or attend to any but their simplest 
bodily needs. They cannot speak. Adult imbeciles may 
have a mentality of anything between two and seven 
years. They cannot manage their own affairs or regulate 
their lives. They can talk but can seldom read or write. 
Feeble-minded persons can read and write, since their 
mental age lies between seven and eleven, and they are 
capable, under supervision, of doing simple routine 
work and of earning their living if conditions and com- 
petition are not too exacting. 

The degree of adaptability will depend on the intelli- 
gence level, but training makes a great difference in the 
development of social habits, and those more superficial 
characteristics by which the casual observer judges pet 
sonality. 

A young woman of twenty-three lived an ordinary life 
as far as appeared on the surface. She went out shopping 
with her mother, came in to meals when guests were in- 
vited, and went around to social functions. Apart from 
the fact that she was rather quiet and dull in conversa- 
tion, she seemed normal and charming, with excellent 
manners and a pleasant expression. She was actually an 
imbecile, with a mental age of about five. As a contrast 
to such cases, defectives who are brought up carelessly; 
even if they are only slightly stupid, are often difficult, 
so that they appear either grossly defective, or just UD 
pleasantly bad. This is not their fault. 

An important complication of defect is the presence 
of superadded symptoms of a psychotic type. This is 50 
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common that some believe that pure mental deficiency 
is rare, and that the majority of patients classed as de- 
fectives actually suffer from mental disorder as well as 
defect. 

A ten-year-old boy was found to have a mental age and 
the height and weight of seven years. He showed no 
spread in his intelligence tests, the results being uniform 
as for a normal child of his mental age. He was thought 
by his teachers to be really only seven years old as his 
parents had falsified his age to cover up his retardation. 
He had been born prematurely and it was hard to explain 
their subterfuge might be successful 
up to a point, but that even at maturity his intelligence 
Would not exceed normal for eleven years. He was a pure 
defective. His behaviour was perfectly normal for the 
average child of his mental age- 

Such a condition is rare and the defective usually 
shows many peculiarities of habit and behaviour. 

Tics and other involuntary movements such as rhyth- 
mical rocking backwards and forwards, athetosis, grimac- 
mg, scratching and skin picking, impulsive and violent 
acts, smashing, attacks on persons, and irrational behav- 
lour of all kinds are common. 

l As already suggested, these signs 
M addition to the defect, may indicate the presence of 
mental disease, but there is no doubt that they often re- 
sult from tension and strain to which the patient has been 
thoughtlessly exposed. It is seldom realized how much 

arm can be done by mismanagement in mental defect 
and, conversely, how the effect of the disability can be 
Mitigated by carefully studied conditions. Unfortu- 
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nately, parents are often unable to realize fully the extent 
of defect in their own child. They hold on to the hope 
that some day a miracle will happen and the child will 
suddenly blossom out into normality. They listen to un- 
wise predictions that “he will grow out of his trouble,” 
or follow some treatment in a wild-goose chase after a 
cure. 

The first step in the treatment of a mentally defective 
child is to convince those in charge of him of the exact 
nature and extent of the trouble. This can be done only 
by collecting and sifting the factual evidence carefully 
and presenting it so that no doubt remains. Parents, 
when giving the history, usually stress certain supposed 
capabilities such as love of music and memory. The de- 
fective child will often remember curious isolated facts 
or seemingly unimportant events, and this is cited as 
evidence of intelligence. He will recollect the dress worn 
by his mother ona Previous visit to a certain place, or his 
way about a village he has not visited for some years. In 
making a prognosis and presenting the case to parents, 
it is well to pass these points over at first, and to draw at- 
tention to the more fundamental weaknesses such as iD 
dressing, doing up buttons, tying bows, cutting with 
Scissors, counting change, telling the time, or knowledge 
of every-day things such as the date, or when his birthday 
falls. Ifa sufficiently detailed history has been constructed, 
it will often be possible to derive from the parents’ 
own statements sufficient evidence to make a convincing 
argument. In young children this is more difficult, but 
the need is not so great then, and no time will be lost if a 
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definite diagnosis is postponed for a time and the child 
kept under observation. 

Once the real situation is accepted, then the lines on 
which treatment should proceed will become clear. The 
child must be educated up to his capacity by someone 
specially skilled in such work, but the greatest care is 
necessary to ensure that he is not pressed beyond his ca- 
pabilities, and that competition or comparison, except 
with his equals, is eliminated. Manual occupations are 
particularly valuable, and considerable dexterity may be 
ven in serious cases. Such activities have a 
at they give an outlet for the energies, 
so that excitability, 


developed e 
further value in th 
and direct them from other channels, 
temper, and emotional violence diminish. 

Though parents are often unwilling, it is usually better 
to educate defectives in schools or institutions among 
their own kind, so that they compete only with their 
equals and attain a satisfaction, even though it be on a 
comparatively low level, which fosters the development 
of such faculties as they do possess- This will tend also to 
develop that independence which is so often lacking 
in defectives who have been over-protected by too solicit- 
ous parents. 

Medicinal treatment of mental defect, except in those 
cases dependent on definite endocrine deficiency, is not 
successful, Some cretins respond to the administration 
of thyroid extract, especially if the condition is recog- 
nized early and treatment is commenced at once, and in- 
sufflation of pituitary extract is said sometimes to be of 
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Surgical interference may be necessary when spastic 
paralysis is present, and some of these patients yield to 
prolonged treatment by relaxation and motor re-educa- 
tion. 

Though the prognosis in mental defect is always bad 
in respect of any hope that the innate intelligence will 
increase beyond a certain fixed limit, there is no type of 
patient who shows greater return for prolonged care 
spent on education and training, and the fatalistic atti- 
tude so often adopted is far from being justified. 
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THE SPECIALISED USE OF PLAY AND 
DRAWING IN TREATMENT 


In RECENT YEARS THE VALUE OF PLAY AND DRAWING IN THE 
treatment of serious mental disturbances in children has 
, and the methods of applying 


been widely recognised 
vith much thought and con- 


them have been developed v 
sideration of results. 

Children’s emotions become warped either because 
they have been distorted by thwarting forces in the early 
environment, or because, due to some in-born peculi- 
arities of temperament, they do not develop naturally in 
ordinary circumstances. In either case development is 
hindered and the personality remains childish and im- 
mature. The ten-year-old who behaves like one half his 
age does not fit in. He throws temper-tantrums, cries, Or 
becomes violent when his companions or his parents €x- 
pect him to behave as befits one of his age, and when his 
resentment is aroused by not getting his own childish 
Way. pi 

The barriers to personality de 
the relation between the child and the adults under 
whose influence he has grown UP» because they supply 
the emotional forces in the environment. Somehow these 


adults have stood in the way of his being able to express 


his normal wishes and feelings, OT he has been prevented 
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from expending his natural affections where they were 
normally due, often because no reciprocation was forth- 
coming. One-sided affection is never satisfying. This does 
not mean the child must be allowed that violent licence 
called “self-expression.” What is meant is, the much more 
normal and ordinary process of adapting emotionally to 
parents and family, and later to associates outside the 
home, of enjoying the ties which spring from blood re- 
lationship and constant association, and, in the wider 
circle, from common activities and interests. The 
child who, for any reason, cannot do these things, is 
stunted and warped, and adjustment to every-day living 
becomes more and more difficult as he reaches an age 
when a certain ability to fit in is taken for granted. Con- 
stantly deprived of emotional satisfaction, and increas- 
ingly shunned by his fellows, it soon becomes only a 
question of how he will respond to his feelings of frus- 
tration and isolation. His response shapes his mental ill- 
ness, and the most salient feature is usually repressed ag- 
gression. The many urges which have been denied outlet 
pile up until his mind is a turmoil of tension which 
shows itself as the tempers, emotional outbursts, or sulks 
that are his symptoms. 

Behind these disturbances, then, there are two main 
factors, the warring, unreasoning desires in the child’s 
mind, and his feeling that the adult stands constantly in 
his way. Asa rule he does not allow these to come into his 
thoughts; they are deeply repressed, else he could not live 
with his parents in any degree of comfort, and it is only 
on occasion that some extra frustration or irritation be- 
comes the last straw that breaks his self-control. What 
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happens then will depend on his personal tendencies, 
his training, and his age. It is these outbursts that mark 
conduct as peculiar. They bear little relation to the cir- 
cumstances that arouse them, and they are always grossly 
out of proportion to the immediate cause, even when that 
is obvious. 

Clearly, the ideal method of treating these illnesses 
would be to go back to the point in life when the inhibi- 
tions first began, and to unravel the tangle from there on. 


This cannot be done in fact, but it can in fancy, and that 


is what play treatment sets out to do. A situation is 
adult are together. The 


created where the child and an 
child allows his repressed emotions to escape in the im- 
agination of play, and the adult sanctions them so that 
they gain freedom in expression. 

The first need is that the adult shall act so that he be- 
comes, in the child’s mind, representative of adults as a 
group. This is brought about by his being friendly but 
at the same time impartial and unemotional, showing 
neither affection nor aloof superiority, neither criticism 
nor encouragement. Once this status is accepted the child 
is free to show his repressed emotions, and the adult's at- 
titude when he recognises their meaning determines what 
happens. Asa rule no active response is necessary, and it 
is sufficient that the adult be present, attending to what 
d, by his manner, taking it all for granted. 
Sometimes it helps if understanding is expressed, and 
when this is necessary the more indirect, the expression 
the better, just as in the verbal treatment of adult patients. 
If a child, for example, plays out with dolls a drama in 
which an adult is being punished as retribution for 
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punishing a child, it is better to say “it would be nice, 
sometimes, if a child was able to fight back when grown- 
ups are cruel” than “you always feel you would like to 
kill your father when he punishes you, don’t you?” The 
degree to which interpretation is pushed varies widely 
with individual opinion, but it seems clear that the ex- 
treme degree of interpretation sometimes advocated is 
not only unnecessary but inadvisable. Emotions repressed 
at a very early age are too shapeless to be expressed in 
-words. They are felt but not verbalised, and so no manner 
of speech is adequate to describe them. 

When the emotional arrest has happened very early in 
life, at the time when the infant’s world consisted of eat- 
ing and excreting, play with sand and water often gives 
the most intense satisfaction, A thirteen-year-old boy, 
who had long been classed as a mental defective because 
of his strange behaviour, was clearly not so because, 
occasionally, for short times, he could and did behave 

` quite normally. At other times he was aggressive, im- 
pulsive, and even violent. He muttered constantly to him- 
self, shunned his fellows, and, to cap everything, was wet 
and dirty both by day and by night. He was accepted for 
treatment, and, when taken to the playroom, immedi- 
ately went to the sand-pit by the sink. For eight visits he 
played with sand and water, pouring it through funnels, 
making drains and cess-pits, and getting himself in a 
great mess. His mutterings whilst he did this left no 
doubt that he was playing with his excretions in imagi- 
nation. After the third visit his soiling was much better, 
and after the sixth both the soiling and the enuresis had 
ceased and, in addition, he had become more sociable. 
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His class master, who had before been just able to let him 


stay i 
y in school, reported that he was behaving much more 


normally, though he was still a very difficult pupil to 
teach. Gradually his whole behaviour improved and he 


was repor ‘ 

was reported to be much easier at home. 

Y ildi i : 
oung children, as might be expected, usually begin 


thei : $ 7 
heir play with formless materials like sand and water, 


plasticine and then to toys. As 
they lose self-consciousness and gain confidence, the con- 
tent of their play becomes more definite and obvious, so 
times hard to believe that the ideas 
ver really been re- 


but they soon go on to 


much so that it is some 
they express so dramatically have € 
pressed at all. It must never be forgotten, however, that 


the situations created with play material are symbolic 
c. They illustrate ideas and not events, 
penings that create 


rather than specifi 
d not hap 


just as it is atmospheres an 


neuroses. 
an play for the treat- 


andier medium th 
rising how well some 


dren, and it is surp 
vith paints, chalks, or 


Drawing is a hi 
ment of most chil 


of them can express themselves ¥ 
pencils. The artistic level of their productions is seldom 
e, but the movement and vividness are 
f the drawing is an indi- 
nals start with small, 


high, of cours 
there. Often the general form 0 


cation of character. Obsessio 
cramped, symmetrical patterns, and the child cannot get 


away from these until he begins to gain release from his 
obsessions and guilt. Aggression shows itself in bold, 


violent, highly coloured batt murders, or 
y exaggerated when compared 


executions, which are vastl 
to the usual free drawings of the average boy. The anxious 
child, if he can permit himself to draw at all, produces 
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conventional houses, trees, lorries, or ships, without liv- 
ing figures, or, if he includes people, they are small, stiff 
and stereotyped. It is fascinating to see the drawings 
change as the emotions are released. 

One small girl, who was unduly “managed” at home 
and was never allowed to romp with other children or 
get healthily dirty, was clearly in great conflict over it all. 
She was a keen drawer, and first she drew a large black 
house with a broad black road leading up to the door. In 
the next drawings the house receded a little but the road 
was still black. Then two figures came in the foreground, 
both little girls, one on each side of the road. One was 
highly coloured and skipping, while the other was dingy 
and motionless. This motif was repeated, the house con- 
stantly receding and becoming lighter, and the children, 
whom the child now openly called the happy, good girl, 
and the sad, bad one, became more prominent. As this 
was going on the mother was becoming aware of the 
causes of the trouble, and why she had handled the child 
as she did. There was a good deal of relaxation and read- 
justment in the home, and, parallel with this, the child’s 
thought and action had become much more free. One 
day the bad girl disappeared from the drawings, and the 
child said she had gone away and now the good girl could 
play and dance, and she drew her in most vivid action. 
The house by now 
tance 


was just a weak outline in the far dis- 
, and the road to it was lightly pencilled in. Then 
the dancing girl went into the house, and the drama was 
finished. It is not often th 


at imagination keeps so very 
near to reality, 


but when it does the whole thing cannot 
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= to convince the most sceptical realist that it can 
appen. 

Sometimes play in small groups is of 
dren must be carefully selected, and the number limited 
to two, or three at the most. The difference from individ- 
= treatment lies in the extra opportunity it gives a 

iffident child to observe the response of the adult to the 
behaviour of other children, so that he can see the effects 
of conduct which he could not permit himself to try. He 
can notice how the aggression or the untidy play with 
sand and water does not provoke rebuke or veto, and in 
time he will try it himself. It also allows children to try 
out new kinds of behaviour on each other, and to find 
that play which may have been stopped by over-direction 
at home is really permissible and so, in retrospect, their 
attieutie towards it becomes easier. The technique of this 
limited group play is as yet less fully understood than 
that of individual play, but it is becoming increasingly 


u; . 
sed, and is clearly of value. 
to some extent. In these a shy 


h others and to use apparatus 
rhaps because of straitened 
d invalidism, or parental 


value. The chil- 


Large groups are used 
child may learn to play wit 
and toys unfamiliar to him, pe 
home circumstances, prolonge 
discouragement. It is useful, in a clinic, to have a play- 
room-cum-waiting-room, where children can stay while 
their mothers are being intervi n those cases where 
the focus of treatment has passed to the parent or the 
child is normal and does not require it. To attend such 
playrooms must not be regarded as treatment in the true 
Sense, but only as a means of keeping the children occu- 
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pied and under observation, so that the mothers may be 
interviewed alone. 

Though a great deal of work has been done in treat- 
ing children suffering from severe behaviour and person- 
ality disorders by these various applications of play and 
drawing, there is still much to be learned, but from the 
results already observed there remains no doubt that they 


provide the most successful direct therapeutic agent so 
far available. 
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VI 


THE CONSTITUTION OF A CHILD 
GUIDANCE CLINIC 


CHILD GUIDANCE CLINICS ARE THE RESPONSE TO A NEED FOR 
a 3 k 5 
ome centre where advice can be obtained on the manage- 


ment of difficult children, and their organisation has 
evolved logically from the nature of the work they found 
they were called upon to do. 

The study of abnormal behav 
come the branch of clinical medi 
try, and so it is only natural that t 
consulted was the psychiatrist. It was not long, however, 
before it was recognised that many behaviour problems 
in children arose primarily not from emotional disturb- 
ance but from intellectual abnormality. Certain of the 
f such low intelligence as to be incapable 
some though unusually clever 
hile the basic mental equipment 
nreliable. To assess the impor- 
d their effects on the child’s 
outside the province 
d required a knowledge of academic 
ult subject, and a back- 


iour in adults had be- 
cine known as psychia- 
he first specialist to be 


patients were o: 
of behaving normally, 
were failing in school, w. 
of others was patchy andu 
tance of these anomalies an 
schooling and general conduct was 
ofa medical man, an 
psychology, a technical and diffic 
ground of pedagogy and practical experience of teach- 
ing. So the psychiatrist sought a partner in the educa- 
tional psychologist. 
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In every case a complete and detailed history was rec- 
ognised as essential, so that a picture could be sketched 
of the development of the child’s troubles and the emo- 
tional circumstances among which he had learned to live 
and in which his undesirable behaviour had become ha- 
bitual. This was a tedious and difficult job, and required 
not only tact and patience but discrimination in record- 
ing, so that the thread of the story should be continuous 
and the interplay of influences presented in proper per- 
spective. A specialist was trained for the task, and the 
psychiatric social worker came into being. Had history 
taking been merely a matter of collecting facts by inter- 
rogation or filling in a questionnaire, specialised train- 
ing would have been unnecessary, but a useful picture of 
a child guidance case cannot be got in that way. The 
problem is a living one, and only a vital description can 
convey it. 

If the function of the psychiatric social worker were 
confined to the compilation of a history it might be 
quicker and easier for the psychiatrist to do the job him- 
self, and some still prefer to do so, but she has another 
function which makes her a valuable member of the 
clinic team. While a child is being treated it is almost 
always necessary to carry the parent along through the 
developing situation. When his behaviour changes the 
effect in the home and in school may seem as strange as 
it is striking, and unless it is explained, awkward compli- 
cations may arise. Moreover, it often happens that the 
child’s behaviour is in some way dependent on the atti- 
tude of the parents. Neglect in their youth may have 
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: come dependent on their 
children, from whom they seek solace. The training of 
the psychiatric social worker equips her to maintain the 
objective attitude which allows the parent to talk over 
these things, and, with her knowledge of the working of 
the human mind, to discuss them so that they can be rec- 
ognised and, in greater understanding, lose their bane- 
ful influence. 

Some clinics incorporate a pediatric service as well, 
so that the psychiatrist may be relieved of the necessity 
of himself making physical examinations. Unless the 
clinic is attached to a hospital this is a good thing, be- 
cause the tendency is more and more for cases to be re- 
ferred from non-medical sources, and care must be taken 
that physical disabilities are recognised and treated when 


necessary. 


The clinic team 
y to be accepted as a p 
da psychiatric social worker, 
pediatrician or specialist 
rrangement works so 


; result of these considerations, 


has come generall sychiatrist, an 


educational psychologist, an 
with sometimes in addition a 


in the diseases of children. This a 
well in practice that there seems to be no good reason 


why it should not continue to be accepted as the standard. 

Recently much thought has been given to the possi- 
bility of training specially selected workers in the tech- 
nique of treatment through play, to work under the 
general direction of the psychiatrist who would in this 
way be relieved of the necessity of treating every case him- 
self. If such delegation were workable, and it has already 
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been shown that it is when properly safeguarded, one 
major difficulty in the handling of a mass of child guid- 
ance cases would be eased. 

An important branch of treatment is the coaching in 
academic subjects of children who have fallen far behind 
in school work as a result of specific disabilities in learn- 
ing, or for incidental reasons like frequent change of 
school or prolonged absence. This can be carried out by 
any adequately trained and experienced clinical psychol- 
ogist. It is arduous work and requires great patience as 
well as technical skill. 

The channels through which cases come to a child 
guidance clinic vary with the social welfare organisation 
of its particular area. It is well, as far as may be, to accept 
cases only from professional medical and educational 
sources. By this the danger of getting a mass of unsuit- 
able referrals is mitigated, and the case work can be main- 
tained, as it ought to be, at the level of a specialist service. 
On the other hand, a less restricted approach permits 
parents and lay people to ask advice without going 
through the more official channels and so the less definite 


and obtrusive though often none the less important cases 
come to light, but there is alwa: 


ys the danger that, if access 
is too easy, there m 


ay flow in a mass of ordinary social 
problems the solution of which ought to devolve on lay 
common sense rather than on a specialist. 

A clinic must maintain, at all times, a high standard 
of reporting. Those who send cases for advice do not 
wish to know only the results of the examination. They 


want to get a clear idea as to how the trouble has devel- 


Oped, and to understand the policy suggested in regard to 
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treatment, both in respect of immediate management 
and for ultimate cure. 

One important function of any clinic where 
are available is the training of personnel. Unle 
stant and increasing supply of properly qualified workers 
can be maintained it is obvious either that the establish- 
ment of clinics must be hampered through lack of staff, 
which would be a pity, or that the work be ineffectively 
carried out by imperfectly trained people, which would 
be a tragedy. Only expert knowledge and wide experi- 
ence can enable specialists in this field to do satisfactory 
work, and for that reason trainees must be chosen with 
great care and discrimination, and given individual, 
meticulous help during instruction. Psychiatrists should 
hold a post-graduate qualification in psychiatry and, 


preferably, also in general medicine. They must have 
and psycho-neuroses 


facilities 
ss a con- 


a working experience of neuroses : 
in the adult, as well as the psychoses. Pediatric experi- 
ence is also a valuable asset. Psychologists must have at- 
tained senior university qualifications in psychology and 
pedagogy, and have experience in teaching children. 
Social workers should build on the foundation of a uni- 
versity degree and a diploma in social science, before 
taking one of the special post-graduate courses i which 
the curriculum covers the subjects most nearly involved 


i A i k in clinics. 
and includes practical experience of case WOT. 


The best form of training for play therapists has not yet 


been definitely decided, as the specialty is still develop: 
ing, but the background must be sound and the clinical 
instruction carefully carried out. A training for psychi- 


atric social work is not satisfactory, because treatment 
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through play does not enter into it; in fact, most courses 
hardly touch on the direct handling of children. The 
most promising plan would seem to be to train educa- 
tional psychologists for this work. 

It is important that adequate case records be kept, not 
only for the continuity of the case work, but so that knowl- 
edge may be collected, methods improved, and results 
checked. Medical men are notoriously bad recorders, 
and frequently what they do write is illegible. This is too 
often passed off as a traditional joke, instead of being 
considered to be the serious technical defect which it is. 
To dictate notes and then have them typed is, of course, 
one remedy for hurried recording and bad hand-writing, 
but it does not get over the resistance to committing ideas 
to paper, which is so often a flight from the discipline of 
accurate thinking. Social workers tend, when poorly 
trained, to record sketchily, and, when inexperienced, to 
verbosity which arises from inability to select what is 
relevant. This is the better fault, because over-elaborated 
material can be sifted, but what is not there can be filled 
in only by inference. 

Recording is an index of the quality of the case work 
and of the skill of the worker. Case notes sparse of facts 
and padded with theoretical deductions are the product 
of poor observation, tenuous contact with reality, and 
slovenly thinking, but when they start with a framework 
of facts, carefully collected and well arranged, there need 
be no deduction. The facts speak for themselves if WE 
have the knowledge to interpret them. 

Collection of data and of Statistics, though forming & 
valuable addition to individual and collective experi- 
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ence, does not constitute research, and it is a pity that so 
little real original work has been done on child guid- 
ance. The demand for the service, wherever it has been 
started, has always grown so quickly that the clinicians 
have had little time to spare from their routine work to 
plan experiments and make scientific observations. 

The results attained in child guidance case work com- 
pare favourably with those claimed in other branches of 
medicine, though published statistics naturally vary 
with the personal judgment of the collator. What con- 
stitutes a problem is a matter of individual opinion, 


often of a completely unscientific layman, and the cri- 
for judgment on the 


terion of recovery may be a matter 
view a complete 


same level. From the scientific point of 
recovery cannot be recorded until the personality of the 
patient has attained its normal and his emotional envi- 
ronment has been stabilised, and all this after his pre- 
senting symptoms have disappeared. 

Child guidance is one of the more laborious and costly 
specialties, but with really efficient work it should prove 
to be of great value in relieving the community of the 
need ultimately to care for many of its members, allow- 
ing it to derive fuller benefit from their work and their 
civic value, and, last but by no means least, saving many 


lives from inefficiency and misery. 


MENTAL ILLNESS: A GUIDE FOR THE FAMILY. By Edith M. Stern, 
with the collaboration of Samuel W. Hamilton, M.D. 
124 pages. $1.00 


In a simple and straightforward way this book removes the dread 
of mental illness and the mystery of mental hospitals; it guides 
the family through the difficult experience. The authors show 
that mental illnesses are illnesses like any others. They take the 
reader behind the scenes in mental hospitals to show how they 
are set up to give care and treatment, They offer specific direc- , 
tions for each step—from the selection of the hospital to the re- 
ception of the patient back home after discharge. When families 
are bewildered and overwrought by mental illness of loved ones, 
this concise guidebook will give understanding and encourage: : 
ment, ‘ 


ATLAS OF THE BLoop IN CHILDREN. By Kenneth D. Blackfan, M PDEA 
and Louis K. Diamond, M.D., with illustrations by C. Merrill 
Leister, M.D. ` : 

334 pages, including 70 plates and their keys. $12.00 


This atlas presents 70 illustrations in color of blood cells seen in 
normal and in pathologic states in infancy and childhood. Facing 
each plate is a corresponding line drawing which identifies and: 
describes the various cells shown. The text consists of brief descrip- 
tions and discussions of various disease entities, including causes, 
symptoms, morphological variations in the blood, and treatment, 
with illuminating histories. 

The illustrations are so classified as to facilitate rapid identifica- 
tion of disease states. From the blood specimen under study, the 
predominating type or characteristic cell may be selected, and, 
through comparison with the plates presenting similar features, 
a correct diagnosis of the disease can be made. 

The atlas is based upon a study of the blood changes in more 
than 5000 infants and children in the hematology laboratory at) 
the Infants’ and Children’s Hospitals, Boston. Many of these cases 
were followed from childhood through adolescence and into adult 
life. This long-time observation has led to a more complete knowl- 
edge of many diseases affecting the blood. 
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